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Abstract 
Autistic adolescents with co-occurring intellectual disability have significantly more mental 
health disorders than their typically developing peers. Proxy reports suggest that poor emotions 
competence is a key risk factor in developing mental health disorders, but there are no evidence-
based emotions-focused interventions designed specifically for this population. The aim of this 
mixed-method study was to investigate the lived experience of four autistic adolescents with 
mild intellectual disability who participated in the first clinical pilot of a co-designed emotion-
based intervention, adapted from the Westmead Feeling Program. The study comprised of focus 
groups and questionnaires with adolescents and their parents. An exploration of the participants’ 
intervention journey also involved tracking the development of emotions competence, social 
skills and mental health, and perceived feasibility of the intervention. Adolescent participants’ 
poorly developed emotions competence skills were found to have a negative impact across many 
areas of their life. However, the Westmead Feelings Program – Adolescent Adaptation, delivered 
as a group intervention was reported be a positive and enjoyable experience. Results 
demonstrated an increase in emotions competence skills and the intervention was found to be 
feasible for families. These outcomes provide preliminary support for the continued 
development of the emotions competence skill building intervention. Based on the live 
experience of autistic adolescents with mild intellectual disability and their parents, this study 
provides valuable pilot data to inform future research. 
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1. Introduction 
1.1 Autism Spectrum Disorder  
Autism Spectrum Disorder, often referred to as autism, effects about 2.8% of children and 
adolescents, aged 5 to 14 years old, in Australia (Australian Bureau of Statistics, 2015). Autism is 
characterised by difficulties in social-communication and restricted / repetitive behaviours 
(American Psychiatric Association [APA], 2013). While the role of social motivation is now being 
debated as a reason for why autistic people have poor social communication skills (see Clements, 
Zoltowski, Yankowitz, Yerys, Schultz & Herrington, 2018), autistic people describe many common 
social difficulties. Difficult experiences include social misunderstandings and isolation, bullying, 
harassment or exclusion due to socially unaccepted behaviours, and an overall reduction in quality 
of life and mental health (Costley, Baldwin, Bruck, Haas & Ritzrow 2016). 
Despite the challenges, autistic people commonly present with a variety of cognitive 
strengths, notably an attention to and memory of detail, a drive to detect patterns, logical thinking 
style, and strong visual-processing skills (Baron-Cohen, 2017; Commons, Adhikari, Giri, 
Weinberg, Baran & Malik, 2017). Indeed, as researchers learn more about autism, there has been a 
move away from considering autism to be a disorder that needs treatment and a cure. The term 
“neurodiversity” is now often used to refer to a range of neurodevelopmental conditions. “The 
neurodiversity movement, encouraging us to recognise autism as an example of diversity in the set 
of all possible brains, none of which is ‘normal’ and all of which are simply different.” (p. 746, 
Baron-Cohen, 2017). Baron-Cohen (2017) advocates that in situations where the autistic individual 
is falling below an average level of functioning, the term “disability” should be used, indicating that 
the individual would benefit from targeted supports. 
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1.2 Autism and Intellectual Disability 
For most autistic people, their individual support needs are not just impacted by autism. 
Eighty eight percent of autistic people are also reported as having additional co-occurring 
disabilities (Australian Institute of Health and Welfare, 2017). Best current global estimates and 
research findings from an Australian study both concluded that approximately half of autistic 
people have a co-occurring Intellectual Disability (ID; Russell, Mandy, Elliott, White, Pittwood & 
Ford, 2019; Bourke, de Klerk, Smith & Leonard, 2016).To have a diagnosis of ID, an individual 
must demonstrate that they have a significant cognitive impairment (IQ of approximately 70 or 
below, i.e. occurring in approximately 2.5% of the population) and significant difficulties in their 
adaptive behaviours, including social-communication skills, academic/work skills and general life 
skills (APA, 2013). ID can range in severity from mild to severe, with the majority of people with 
an ID falling in the mild range (85%; APA, 2013). Individuals with mild ID develop skills slower 
than their peers, and often struggle with academic skills and social-emotional development.  
It has been well established that in typically developing children, social-emotional 
difficulties, including difficulties recognising emotions and poor emotion regulation, can lead to an 
increase in personal, social, and academic difficulties and mental health disorder (Browne, Brown 
& Smith, 2018; Eisenberg, 2006; Masten & Coatsworth, 1998; Murray, McKenzie, Murray, 
Whelan, Cossar, Murray & Scotland, 2019; Weissberg & Greenberg, 1998). This association 
between poor social-emotional skills and poor mental health has also been established in children 
with ID (Murray et al., 2019) and autistic children with and without ID (Ratcliffe, Wong, Dossetor 
& Hayes, 2015) and may also contribute to higher rates of mental health disorder. 
1.3 Mental Health in Autism and ID 
An Australian national survey of mental health and wellbeing found that 14% of children 
and adolescents had a mental health disorder (Sawyer et al., 2000). These findings were based on 
the Childhood Behaviour Checklist (CBCL), an assessment that measures emotional and 
problematic behaviours consistent with underlying mental health difficulties (Sawyer et al., 2000). 
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The survey reported total problem behaviour (including social, thoughts and attention) as well as 
internalising behaviour (socially withdrawn or inhibited behaviour, for example anxiety or 
depression) and externalising behaviour (antisocial or non-compliant behaviour, for example 
oppositional defiant disorder or aggression; Sawyer et al., 2000). The CBCL is helpful in providing 
a broad assessment, as children and adolescents are considered to have a mental health problem if 
their score on the relevant CBCL scale falls in the clinical range (Achenbach, 1991).  
Compared to typically developing peers, autistic young people tend to score higher on 
subscales of the CBCL (Mazefsky, Anderson, Conner & Minshew, 2011). One explanation put 
forward by Mazefsky et al. (2011) is that the higher rating on the CBCL subscales of social, thought 
and attention problems, reflects symptoms of autism. However, Mazefsky et al. (2011) also 
recognise that a higher rating internalized and externalized behaviours in this population is a true 
reflection of the potentially higher rates of co-occurring mental health disorder. 
Over a decade of research has determined that up to 70% of autistic people develop at least 
one additional mental health disorder, commonly anxiety, depression, post-traumatic stress disorder 
and attention deficit hyperactivity disorder (see Brereton, Tonge & Einfeld, 2006; Kupferstein, 
2018, Lai et al., 2019; Leyfer et al., 2006). Researchers have shown that while concerns first appear 
in childhood, there is an increase in mental health disorder in autistic adolescents and adults, both 
with and without ID (Cooperative Research Centre for Living with Autism, 2016). Mental health 
disorders in autism and ID have considerable emotional and social impacts on individuals, families, 
schools and the health sector. Studies reporting rates of mental health disorders in autistic people 
also highlight the challenges associated with poorly developed social-emotional skills or emotional 
dysregulation (Mazefsky et al., 2013). 
Emotional dysregulation, or “difficulty modulating emotion in the service of one's goals” 
(Mazefsky, Yu, White, Siegel & Pilkonis, 2018, p. 928), can be described as having delayed, 
maladaptive, or ineffective emotion regulation skills which can often lead to irritability and social 
difficulties (Mazefsky et al., 2018). Emotional dysregulation is commonly associated with autism 
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(Samson, Phillips, Parker, Shah, Gross & Hardan, 2014). Samson et al. (2014) argue that the 
association in autism is strong enough to warrant emotional dysregulation to be added to the 
diagnostic criteria. However, while the high rates of mental health disorder in autism and ID have 
been well established, more research is needed to understand the association between social-
emotional skill development, emotional dysregulation and prevention of mental health disorder in 
autistic children and adolescents, including those with an ID. 
1.4 Social-Emotional Learning 
The need to explicitly address social emotional difficulties in all children and young people 
is now widely recognised in all educational settings (Gardner, Ratcliffe & Wong, 2019a; Ministerial 
Council for Education, Early Childhood Development and Youth Affairs, 2011). Social-emotional 
learning arose from theories of emotional intelligence and is described as a set of learned skills or 
emotions competence (Goleman, 2005). Goleman’s model of emotions competence includes 
emotional self-awareness, self-regulation, social awareness and the ability to regulate others’ 
emotions (Goleman, 2001).  
The social-emotional developmental framework suggests that emotions competence skills 
emerge in infancy and continue to develop throughout adolescence and into adulthood (Zeidner, 
Matthews & Roberts, 2009). The sequential pattern of development begins with basic skills (such as 
identifying one’s own emotions), which lay the foundation for more complex skills (such as 
emotional regulation and social skills; National Scientific Council on the Developing Child, 2004). 
The social-emotional developmental framework stipulates that effective social skills and positive 
outcomes in life, such as academic achievement and work success, are reliant on the earlier 
development of emotions competence skills (Zeidner et al., 2009). Ozonoff and Miller (1995) have 
shown this connection in typically developing populations, demonstrating that poor emotions 
competence leads to poorer long-term adjustment and poorer mental health. 
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Significant social-emotional difficulties have been found to differentiate autism from other 
developmental disorders, including those with ID and no autism (Klin, Saulnier, Sparrow, Cicchetti, 
Volkmar & Lord, 2007). However, in autism research into social-emotional development, only the 
single aspect of social skills has been extensively explored (Reichow, Steiner & Volkmar, 2013). 
Research is further limited in that it focuses primarily on the social skill development of children 
(aged 7-12 years) with an average or above average intelligence (Reichow et al., 2013). Only a few 
studies have focused on high school settings, and even fewer focusing on autistic adolescents with 
ID (see Laugeson, Ellingsen, Sanderson, Tucci & Bates, 2014). 
Research has demonstrated that compared to their typically developing peers, autistic 
individuals are known to have increased difficulties in being able to regulate their emotions (de 
Vries & Geurts, 2015). Yet, while emotions competence is recognised as a significant area of 
difficulty, the experience and development of emotions competence, leading to emotional 
dysregulation in autistic children and adolescents with mild ID is poorly understood (Boily, 
Kingston & Montgomery, 2017). More research is needed to better understand how interventions 
can be developed to specifically address the social-emotional needs of autistic young people, 
particularly those with additional risk factors such a co-occurring ID. 
Emotions competence maybe also be a foundational learning area for autistic young people 
in developing social skills and reducing problem behaviours (Berkovits, Eisenhower & Blacher, 
2017). Berkovits et al. (2017) explored emotion regulation skills and dysregulation among children 
4 to 7 years), over a 10-month period. Child emotion regulation skills were moderately correlated 
with ratings of overall child social and behavioural functioning. This longitudinal analysis 
suggested that autistic children, who were reported as having poorer emotion regulation, were later 
reported as having poorer social skills and an increase in internalising and externalising behaviours. 
Furthermore, based on parent ratings, they found the results to be largely stable over time 
(Berkovits et al., 2017). It is clear that without targeted intervention, poor social-emotional skills 
and emotional dysregulation will remain a difficulty for autistic individuals across their lifespan. 
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1.5 Autism and Adolescence 
Adolescence presents a time of transition from child to adult. Along with the physical 
changes associated with puberty, during adolescence social networks become more complex and 
demanding, conflict increases, and mood swings can lead to adolescents feeling overwhelmed by 
emotions (Humphrey, Curran, Morris, Farrell & Wood, 2007). During this time, in typically 
developing adolescents, social-emotional difficulties have been found to be risk factors for 
emotional dysregulation and vulnerability to mental health disorders (Humphrey et al., 2007; 
Spence, 2003). However, for autistic individuals, adolescence has been found to be even more 
challenging and results in higher rates of mental health disorder (Mackay, Shochet & Orr, 2017). 
One possible explanation for the higher rates of mental health disorder in autistic adolescents is that 
due to the apparent lack of natural development of social-emotional skills, they do not develop the 
skills required to protect them from developing a mental health disorder during this time of 
transition. 
Nevertheless, the experience of emotional development of autistic adolescents is currently 
poorly understood (Mazefsky et al., 2013). In 2013, Autism Spectrum Australia (Aspect) conducted 
a world-first study, surveying autistic adolescents without ID and their parents with the aim of 
developing a profile of their life experiences, aspirations and their future support needs (Bruck, 
Baldwin, Costley & Warren, 2013). The study found that many autistic adolescents experienced 
bullying, mental health issues and challenges of schooling. Less than half reported having good 
friends. This study was significant as it clearly demonstrated the importance of including the voice 
of the autistic adolescent in research. Engaging directly with the individual, rather than only talking 
with parents, provided an insight into the social challenges faced by autistic adolescents and the 
desire and need to belong to a group outside of the family home. With the lived experience of the 
autistic adolescent in mind, the report recommended that this population would benefit from 
targeted interventions that developed social-emotional competence, both in community settings and 
at school.  
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1.6 Lived Experience in Autism Research 
In emotion-based research it is considered essential to use methodological approaches that 
capture the voice of the individual (Ozsivadjian, Knott & Magiati, 2012). The NSW health sector 
also places great importance on the lived experience of individuals (see NSW Mental Health 
Commission, 2014). As stated by Bate and Robert, “knowledge of the experience, held only by the 
patient, is unique and precious” (2006, p. 307). The Cooperative Reseach Centre for Living with 
Autism (AutismCRC) has strongly advocated for researchers to adopt inclusive research methods 
by placing autistic people at the centre of the research (AutismCRC, 2016). Nevertheless, 
researchers still engage more with parents, siblings or teachers to provide their subjective 
perspective (De Pape & Lindsay, 2016). This type of reporting by others is a proxy report. 
However, as conducting research with high risk populations that are vulnerable and/or social 
communication impaired requires more time and greater skills sets (Liamputtong, 2017) proxy 
reporting is often regarded as sufficient. 
Historically, parents have been considered fundamental stakeholders when working with 
autistic adolescents, and therefore parent proxy reports have been considered accurate enough for 
research purposes (Totsika et al., 2011). In fact, of studies that have focused on autistic adolescents 
with mild ID, almost all exclusively relied on quantitative methods and proxy reports (AutismCRC, 
2016). There is growing concern regarding the minimal attention that has been paid to those who 
have a lived experience of being autistic, particularly when researching children, adolescents and 
those with co-occurring ID (De Pape & Lindsay, 2016). Some researchers have challenged the 
assumption that proxy reports are accurate accounts of the child’s experience. When researchers 
have compared self-reports of autistic adolescents with parent proxy reports, they found a 
significant difference between the two (Johnson, Filliter and Murphy, 2009; Gardner, Ratcliffe and 
Wong, 2019b). Increasingly research evidence of the reflective experience of autistic adults 
supports the need to include the autistic perspective when evaluating the meaningful experience of 
an autism-based intervention (Kupferstein, 2018). While it might be more difficult and time 
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consuming, studies such as these highlight the importance of including the voice of the autistic 
adolescent in research, including intervention development. 
Another limitation in current autism intervention research is a greater emphasis on the 
statistical outcomes of the intervention, rather than the participants’ voice. NSW Health guidelines 
state that “understanding the patients’ perspective about their experience in the health services can 
offer great insight to the gaps in service delivery and ways to improve it.” (NSW Ministry for 
Health, 2014, p. 6). Asking about more than just satisfaction, NSW Health promotes discussions 
which help to tell the story of the participants journey and experience (NSW Ministry for Health, 
2014). These recommendations and guidelines suggest that during the development and evaluation 
stages of intervention research, research designs should include qualitative methods in order to 
capture the voice of the participant. Indeed, there is a growing demand for meaningful data to be 
collected and analysed in order to develop effective interventions (NSW Ministry of Health, 2019). 
1.7 Interventions in Autism 
Implementing evidence-based interventions which foster wellbeing in young people is a key 
priority in The National Strategic Framework for Child and Youth Health (Australian Health 
Ministers’ Advisory Council, 2015) and the Melbourne Declaration on Educational Goals for 
Young Australians (Ministerial Council on Education, Employment, Training and Youth Affairs, 
2008). However, there is a dearth of research and subsequently evidence-based interventions aimed 
at understanding and promoting social-emotional development and mental health for autistic 
adolescents with mild ID. 
1.7.1 Mental health treatment. Despite growing evidence for the high comorbidity rates of 
mental health issues in autism, approaches for preventing and treating mental health problems 
remain limited. Historically, treatment of the comorbid mental health issues in children and 
adolescents with autism has relied on pharmacological interventions. However, evidence for the 
effectiveness of psychotropic medication in this population is mixed (Siegel & Beaulieu, 2012). 
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One non-pharmacological approach has been to modify existing cognitive-behavioural therapy 
programs for individuals with a disability (Surley & Dagnan, 2017). 
Modified cognitive-behaviour interventions have been shown to have benefit in the 
management of anxiety in autistic children with no ID (Chalfant, Rapee & Carroll, 2007; Scarpa & 
Reyes, 2011; Sofronoff et al., 2005; Sze & Wood, 2007) and adolescents with ID and without 
autism (Hronis, Roberts, Roberts & Kneebone, 2019). These approaches state that they require the 
young person to engage in verbal communication and metacognition (the ability to think about 
thinking). Effectiveness of these intervention were typically based on quantitative outcome 
measures, often relying on the parent proxy reports. Furthermore, the evaluated interventions were 
found to be appropriate to either autistic individuals without ID and good communication skills 
(Chalfant et al., 2007) or individuals with ID without autism (Hroni et al., 2019). Therefore, while 
these adapted CBT programs have demonstrated effectiveness, they are limited in their applicability 
autistic young people with a mild ID. 
Studies that have aimed to modify other mainstream mental health programs such as 
mindfulness programs (De Bruin, Blom, Smit, Van Steensel & Bögels, 2015) and Acceptance 
Commitment Therapy (ACT; Pahnke et al., 2014), have found that the metacognitive elements are 
often unable to be successfully adapted for people with lower functioning cognitive abilities or 
inflexible thinking style (Van Steensel & Bögels, 2015). As a result, for children with cognitive 
impairment or rigidity, the cognitive elements of modified programs are “often de-emphasized, 
simplified, modified, adapted to the child’s level, or excluded altogether so that the intervention is 
only ‘behavioral’” (Moskowitz et al, 2017, p. 3931). However, the cognitive elements of these 
approaches are considered fundamental to the treatment (Van Steensel & Bögels, 2015). Therefore, 
as rates of mental health disorder and cognitive difficulties are commonly described in autistic 
adolescents with ID, current approaches to mental health treatment are unlikely to be successful in 
addressing the problem. 
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It is also important to remember that unlike autism, mental health disorder is preventable. 
Evidence-based, targeted interventions in autism are therefore considered crucial in promoting 
mental health (C. Wong et al., 2014). One Australian pilot study of the Resourceful Adolescent 
Program for adolescents (RAP-A), an adapted school-based intervention aimed at preventing 
depressive symptoms, has shown promise in providing a resilience building intervention for autistic 
adolescents without ID (Mackay et al., 2017). RAP-A-ASD is a supplementary guide which makes 
suggestions for how the original resiliency building intervention can be suitably adjusted for autistic 
adolescents without ID (Mackay et al., 2017). The intervention has been adapted to be delivered 
individually rather than in a group setting. This is based on the assumption that individual teaching 
will reduce distracting social demands (Mackay et al., 2017). Its central teaching tool uses an 
analogy of the three pigs building a strong foundation to protect against the big bad wolf. This 
abstract concept would be difficult for a concrete thinker, and therefore the benefit of the 
intervention would be limited to those autistic adolescents who have more abstract thinking styles 
(Randi, Newman & Grigorenko, 2010). To date, no such intervention or program has been 
specifically designed or adapted to promote mental health in autistic adolescents with mild ID. 
1.7.2 Social skills programs. In school-age autistic children, mental health has also been 
strongly associated with social skills deficits (Ratcliffe, Wong, Dossetor & Hayes, 2015). Deficits 
in social skills and social reciprocity, the back and forth flow of a social interaction, have been 
found to account for 45% to 55% of the parent and teacher reported variance in mental health in this 
population (Ratcliffe et al., 2015). This finding is significant as it implies poor social skills may be 
a contributing factor to the very high levels of mental health disorders in autistic children.  
Universal programs such as “Zippy’s Friends” are aimed at improving wellbeing, emotional 
literacy, coping skills and social skills in all children (Lawson, Stenfert, Kroses & Unwin, 2015). 
They were initially designed for typically developing children and then adapted for children with 
special needs (Lawson et al., 2015). However, even with the adaptations, autistic children with ID 
showed smaller or no improvements, with implementors commenting that these children find it 
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difficult to relate to the abstract nature of the teaching methods used in the program (Lawson et al., 
2015). The specific learning profile and needs of autistic children and adolescents must be 
understood and addressed in order to provide an effective social skills intervention. 
In autistic individuals some social and friendship difficulties can arise from finding it more 
challenging than typically developing peers to think about other people’s perspectives or accurately 
interpret social cues (Pratt, Hopf & Larriba-Quest, 2017). Bruck et al. (2013) recommended that 
social skills deficits in autistic adolescents can be best supported through access to autism-specific 
social groups. They suggested that such groups would allow for participants to practice social skills 
in a safe environment before entering social situations with typically developing peers (Bruck et al., 
2013). 
A few evidence-based, manualised social skills programs have been developed specifically 
for groups of autistic children or adolescents. These include PEERS® (Programme for the 
Education and Enrichment of Relational Skills), developed in America (Laugeson & Frankel, 
2010), Kontakt, which translates to ‘contact’ in German and Swedish and was developed in 
Germany (Herbrecht, Bölte & Poustka, 2007) and Secret Agents Society, developed in Australia 
(Beaumont, 2010). These evidence-based social skills programs have a number of limitations. 
Although reviews of social skills interventions in autism indicate that while there were reported 
changes in some areas of social competence and friendship, programs were not effective in 
improving the child’s ability to recognise different emotions or protect against depression in the 
child (Reichow et al. , 2013). Additionally, evaluations into social skills programs have not 
traditionally asked the participant about their experience of the intervention. The collection of 
retention statistics is limited if the motivation for attending the program, or difficulties in 
participating, are not understood. It is possible, for example, that the simple fact that participants 
feel that they belong to a regular group would be sufficient to promote mental health and resilience.  
As the social-emotional developmental framework suggests social skills are a higher order 
skill, many autistic participants may enter social skills program without the pre-requisite emotions 
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competence skills (Zeidner, Matthews & Roberts, 2009). This suggests another limitation of social 
skills interventions, in that these programs focus on the explicit teaching of social skills and have 
minimal to no content aimed at developing emotions competence. Finally, none of the programs 
listed above are aimed at teaching social skills or emotions competence skills to autistic adolescents 
with ID.  
1.7.3 Emotions competence interventions. Studies of autistic children highlight the need 
for more support in the fundamental emotions competence skills of recognising emotion, sharing 
feelings (Bernier, Webb & Dawson, 2006), and building emotions communication (McGee, 
Feldman & Chernin, 1991). However, there is a lack of evidence-based emotions competence 
interventions developed for autistic adolescents (Saggers, 2015). 
In 2015 the AutismCRC conducted a needs analysis to gain a comprehensive profile of the 
educational support needs of Australian autistic students (Saggers et al., 2018). Researchers found 
that in a sample of 1,361 participants across the three key stakeholder groups of educators, 
specialists, parents, “it was the social emotional needs of students on the spectrum that all three 
participant groups identified as having the most impact and required the highest levels of support, 
assistance, adjustment or accommodations in educational settings” (p.84, Saggers et al., 2018). 
Targeted social-emotional interventions are therefore recommended to support wellbeing and 
mental health in autistic adolescents (Saggers et al., 2018) and enhance social skills training (Wood 
& Kroese, 2007). Yet, despite the evidence and prioritised need, there are still very few manualised 
and evidence-based interventions or programs designed for this population and no interventions 
promoting social-emotional competence in autistic adolescents with mild ID.  
Reports into social-emotional interventions for this population have also acknowledged the 
need for support programs to be developed for parents and carers of autistic adolescent children 
(Bruck et al., 2013) and for teachers to be provided with training around how to support the social-
emotional needs of their autistic students (Sagger et al., 2018). Given the great need, lack of 
information about the experience of attending interventions, lack of understanding of social-
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emotional development in this population and lack of targeted resources, it is not surprising that 
parents, teachers and allied health professionals struggle to support social emotional development 
and mental wellbeing of autistic adolescents (Boily, Kingston & Montgomery, 2017).  
1.8 Westmead Feelings Program 
The Westmead Feelings Program is the first evidence-based social-emotion focused 
intervention designed for autistic children both with mild ID (WFP1; Ratcliffe et al., 2017) and 
without ID (WFP2; M. Wong et al, 2018). WFP draws on theories of emotions competence and 
emotional intelligence and focuses on understanding emotions, problem solving and perspective 
taking, and regulating emotions. WFP consists of three modules and one 6-month booster session. 
Each module involves five sessions. In the WFP, parents are also provided with weekly handouts 
and invited to attend four sessions, one for each of the three modules and one booster session. 
Children attend each of the 16 group sessions, facilitated by a professional experienced in working 
with children with autism. 
Autism expertise is a key component of the intervention, as WFP has been specifically 
designed for this targeted population. When designing a targeted intervention, it is important to 
consider the impact of disability and to incorporate a range of evidence-based strategies that address 
identified areas of difficulty and strength (Hronis, Roberts & Kneebone, 2017; Johnson et al., 
2009). WFP does this by incorporating several evidence-based autism-specific strategies into the 
design of the intervention with the aim of creating an autism friendly and supportive environment 
(Ratcliffe et al., 2017). This includes evidence-based strategies to support communication, learning 
and engagement. 
1.8.1 Communication strategies. Autistic people and individuals with ID often have 
difficulties with expressive and receptive communication (APA, 2013). Expressive communication 
refers to the ability to express thoughts and desires to another. Receptive communication refers to 
the comprehension of language (for example, following directions). Therefore, interventions need to 
be mindful of the importance of using clear language and providing a simplified communication of 
EXPERIENCE OF WFP-ADOLESCENT ADAPTATION 14 
   
ideas (Williams & Minshew, 2010). It is also beneficial to provide more time to process 
communication (Williams & Minshew, 2010). Similarly, individuals with ID also often require 
more time to process new information and benefit from a repetition of content (Hronis et al., 2017). 
The WFP uses concrete and simple language, as well as repetition to support these communication 
needs (Ratcliffe et al., 2017). 
In the general population, communicating with others is commonly a combination of using 
and interpreting speech and body language. However, for many autistic people, alternative and 
augmentative communication strategies or visual supports may be needed to facilitate 
communication (Alzrayer, & Banda, 2017). As visual memory is often a strength in autistic people, 
targeted interventions should also utilize visual supports as a communication strategy (Alzrayer, & 
Banda, 2017). Similarly, when supporting people with an ID, it is also important to use a range of 
communication strategies, including photos and gestures, to support comprehension (Hronis et al., 
2017). Visual supports and social stories are used throughout WFP (Ratcliffe et al., 2017). Visual 
supports help to promote understanding of the content and provide visual structure and 
predictability in the sessions (Ratcliffe et al., 2017). The use of visual supports also helps facilitate 
learning in the sessions as it can assist people with diverse thinking and learning styles. 
1.8.2 Cognitive strategies.  
Difficulties in executive functioning, sometimes referred to as complex thinking skills, are 
commonly described in autistic people (Pratt, Hopf and Larriba-Quest, 2017). Autistic people may 
view things as more “black and white,” which impacts the ability to think flexibly across contexts. 
The WFP provides cognitive supports strategies, such as visual schedules (Ratcliffe et al., 2017). 
This helps to build predictability and safety, which in turn promotes a supportive learning 
environment (Hronis et al., 2017). 
As with autism, people with ID often have difficulties with executive functioning (Hronis et 
al., 2017). Having an intellectual disability impacts on the cognitive capacity and speed in learning 
new information (Hronis et al., 2017). New skills need to be broken down into smaller teaching 
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goals, with additional scaffolding and modelling (Hronis et al., 2017). People with ID also benefit 
from additional opportunities to practice new skills (Hronis et al., 2017). Cognitive strategies 
including a predictable and structured schedule, teaching using social stories and video, and explicit 
teaching new skills and behaviours are all important teaching elements of the WFP (Ratcliffe et al., 
2017). 
Another teaching strategy used in WFP which has a strong evidence base in autism and ID is 
the use of video modelling (Gardner, Ratcliffe and Wong, 2018 September). Video modelling has 
repeatably been found to be effective in teaching a variety of skills in autistic adolescents with 
learning difficulties (Plavnick, Kaid & Macfarland, 2015; Smith, Shepley, Alexander, Davis & 
Ayres, 2015). Education based programs targeted at autistic children and adolescents with ID have 
also been shown to benefit from using video modelling techniques (de Bruin, Deppeler, Moore & 
Diamond, 2013). In WFP video modelling allows the autistic child to watch peers engaging in a 
variety of activities and respond with a variety of emotions and behaviours. It helps to promote 
conversations around not just their own thinking, but also the thoughts, feelings and behaviours of 
others in the same situation. 
1.8.3 Positive behaviour support strategies. Autistic people may engage in behaviours that 
are not considered socially or age-appropriate which can impact on acceptance. (Pratt et al., 2017). 
Positive behaviour support strategies have a strong evidence base and have been found to be 
effective in supporting appropriate behaviours and in creating a positive and supporting learning 
environment for autistic people, with and without an ID (Tutton, 2019). Having immediate positive 
teaching feedback also ensures that people with ID feel like confident learners, improving self-
confidence and motivation (Hronis et al., 2017). A range of positive behaviour support strategies 
are incorporated into WFP. Strategies include weaving the individual’s interest area into the 
discussions and worksheets, visual and explicitly taught positively worded behaviour expectations 
and the use of praise and rewards when new appropriate behaviours are demonstrated (Ratcliffe et 
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al., 2017). Such strategies improve engagement and, help to promote socially appropriate 
behaviours and assist in making the intervention fun and rewarding for the children to attend. 
1.8.4 Research supporting WFP. Having a positive experience of an intervention is viewed 
as equally as important as the clinical goals of the intervention (Bate & Robert, 2006). As well as 
being evaluated as feasible and enjoyable, WFP has also been shown to improve emotions 
competence and reduce symptoms of mental disorders in autistic children (Ratcliffe et al., 2019). 
The effectiveness of WFP1 and WFP2 has been demonstrated in quantitative studies which have 
found significant improvements in clinical and school-based group intervention studies (Ratcliffe et 
al., 2014; Ratcliffe et al., 2015; Ratcliffe et al., 2019). 
Participant improvements were assessed using proxy quantitative measures of social skills 
(Social Skills Improvement System; Gresham & Elliott, 2008), mental health (Developmental 
Behaviour Checklist; Einfeld & Tonge, 2002) and emotions competence (Emotions Development 
Questionnaire; EDQ; M. Wong, Heriot & Lopes, 2009). A recent report into the effectiveness of 
WFP found that the EDQ was sensitive to change in measuring the development of emotions 
competence in autistic children aged 7 to 13 years old with co-occurring mild ID. With initial mean 
scores of 114.35 (18.84 SD) in the treatment group and 113.22 (16.79 SD) in the control group, 
participants were reported by parents to have made more gains in the treatment group, than in the 
control group, demonstrating a small to medium effect size between groups (Cohen’s d = .34; 
Ratcliffe et al., 2019). An early controlled trial of WFP also demonstrated acceptability and 
feasibility in delivering an effective emotion-based intervention to autistic children with mild ID, as 
reported by parents and teacher (Ratcliffe et al., 2014).  
1.9 Westmead Feelings Program – Adolescent Adaptation 
Although research demonstrates the efficacy, acceptability and feasibility of WFP for 
autistic children, the intervention was designed for primary school-age children, not an adolescent 
population. Given the different needs of adolescents and their increased vulnerability to mental 
health disorder, it was recognized that an adolescent adaptation of WFP was needed. Co-designed 
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interventions, that is, those that are inclusive of key stakeholder involvement in development phase 
of an intervention, have been shown to improve participant experience, participation and positive 
outcomes (Nakarada-Kordic et al., 2017). An inclusive research approach was adopted to 
previously adapt WFP for autistic adolescents with mild ID (Gardner, Wong & Ratcliffe, 2018). 
This adaptation followed inclusive practice guidelines developed by Autism CRC (2016) which 
emphasise the importance of incorporating the lived experience.  
The co-designed adaptation was informed by the lived experience of autistic adolescents 
with mild ID, their parents, teachers and professionals. This included holding focus groups with 
autistic adolescents with mild ID and their parents (Gardner, Wong & Ratcliffe, 2019c), educators 
(Gardner, Ratcliffe & Wong, 2019a) and allied health professionals. The main aim was to further 
develop WFP into an intervention that would improve emotions competence and promote mental 
health in autistic adolescents with mild ID. 
Consistent with WFP developed for children, the adolescent adapted intervention also 
includes concrete visual supports such as video social scripts, video modelling, sequential 
worksheets, interactive activities and role plays. These teaching strategies are considered best 
practice for teaching autistic people, as it supports a strengths-based learning style, specifically that 
of being visual and concrete learners (Ratcliffe et al., 2017). Consistent with the principals of 
positive behaviour support, visual supports implemented in each session included a visual schedule, 
behaviour expectations and rewards chart (McVilly, 2003).  
When developing an intervention is it important to design it based on current evidence based 
practises, however when first implementing the intervention, the focus should be on development 
and testing (Fraser & Galinsky, 2010). Fraser and Galinsky (2010) state that the first clinical pilot 
should not aim to assess effectiveness of the intervention or aim to calculate the effect sizes. Instead 
it should aim to better understand the participants’ experience and investigate the feasibility of the 
intervention. For example, in a study with autistic adolescents without ID, Santomauro, Sheffield 
and Sofronoff (2016) found that Cognitive Behavioural Therapy sessions delivered in a group 
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format, rather than individually, provided participants with a positive social group experience and 
helped to overcome the frequently reported sense of loneliness. For this pilot study of WFP-
Adolescent Adaptation, it was therefore deemed appropriate to aim to explore the experience of the 
participants, by implementing the intervention in a clinical group setting. A positive result would 
therefore provide a basis for further intervention development and more in-depth research. 
1.10 Current Study 
The goal of the current study was to explore the experience of autistic adolescents with mild 
ID participating in the clinical pilot of the WFP-Adolescent Adaptation. The specific aims of the 
study were (a) to explore the self-reported experience of autistic adolescents with mild ID and their 
parents as participants of the pilot WFP-Adolescent Adaptation intervention, and (b) to examine the 
feasibility of the WFP-Adolescent Adaptation for this population. It was hypothesised that themes 
emerging from the thematic analysis would provide insights into specific areas of emotions 
competence development, and highlight the needs, challenges and benefits of the intervention. It 
was expected that participants would report that their journey of the WFP-Adolescent Adaptation 
had been a positive and engaging experience and the intervention was feasible for their family to 
attend. Finally, as part of their journey, it was expected that small gains would be seen in the 
adolescent’s emotions competence skills, and measures of social skills, behaviour and mental health 
would show some improvement. 
2. Method 
2.1 Study Design 
This study utilised a mixed methods concurrent nested approach in line with mixed method 
best practice guidelines as outlined by Cresswell and Guetterman (2019). Qualitative and 
quantitative methods were concurrently employed across the duration of the study. As the primary 
aim of the study was to better understand the phenomena of participating in an emotion-based 
intervention, priority was given to qualitative inquiry, as qualitative data was predominantly used to 
guide the study (Happ, Dabbs, Tate, Hricik & Erlen, 2006). To investigate the experience and 
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feasibility of implementing WFP among autistic adolescents with mild ID and their parents, 
multiple sources of qualitative, process-oriented data were collected. This included participant and 
parent evaluations, completed worksheets, observation notes, team meeting minutes, and post 
intervention evaluation focus groups with adolescent participants and their parents. In addition, 
adolescent participants and parents completed questionnaires with quantitative measures at baseline, 
post-treatment and 6-month follow up. The purpose in collecting the quantitative data was two-fold, 
(1) to inform the second aim of the study relating to the feasibility of adapted WFP with this 
population, and (2) to provide supportive data, on a case by case basis, of individual’s social-
emotional development, problem behaviours and mental health. As the study was guided by 
qualitative inquiry, sample size was not determined by a power analysis. Instead a small criterion 
sample was purposely selected for the preliminary study. This approach assists in better 
understanding the experience of participating in the adapted intervention (Fraser, Richman, 
Galinsky & Day, 2009). 
2.1.1 Phenomenology framework. The primary methodological framework that was 
adopted in this explorative study was the Phenomenology framework. The Phenomenology 
framework is founded on the belief that understanding the human experience and perspective is 
central to understanding any concept or phenomenon (Sullivan, 2010). Within this framework, an 
interpretive phenomenological analysis methodology is often utilised as it provides researchers with 
emerging themes based on the lived experience of the participants. Phenomenology is increasingly 
popular in psychological research as it is often argued that “experience is the key place for us to 
focus our attention” (Sullivan, 2010, p. 31). Given the current importance placed on the lived 
experience (AutismCRC, 2016; NSW Mental Health Commission, 2014) and the dearth of research 
on mental health and emotions from the perspective of autistic adolescents with mild ID, a 
Phenomenological framework best fit the aims of this study.  
2.1.2 Qualitative research approach. Qualitative research focuses on the meaning and 
interpretation of human experience and phenomenon (Creswell & Guetterman, 2019). Qualitative 
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research aims to explore and understand complex issues through stories and words which in turn 
assist in the development of meaningful interventions (Liamputtong, 2017). It has been recognised 
as important in the field of autism as it helps us to learn which questions to ask, and to gain a deeper 
understanding of phenomena being investigated (Bölte, 2014). Inclusive practices are fundamental 
to qualitative research and shown to contribute greatly in the health sector, particularly with 
marginalised populations of whom little is known (Liamputtong, 2017; Nakarada-Kordic, 2017). To 
ensure the trustworthiness of qualitative research, researchers aim to address four criteria: (a) 
credibility, (b) transferability, (c) dependability, and (d) confirmability (Liamputtong, 2017). 
Researchers aim to answer the following questions: (a) Do findings appear believable? (b) Can 
findings be generalised to another context? (c) Is the method logical and well documented? (d) Are 
the findings not influenced researcher by bias but clearly linked to the data? (Liamputtong, 2017).  
Although qualitative approaches are more able to adapt to the specific needs of the 
individual, age and communication difficulties in the autistic adolescent population continue to 
present barriers to conducting inclusive research (Bölte, 2014). However, as the health sector 
recognises that recipients are the key informants when researching an intervention (Bate & Robert, 
2006) and as co-designed interventions place the experience of the recipient at the centre of the 
intervention design process (Nakarada-Kordic et al., 2017) in this study, the voice of the autistic 
adolescent and their parents remained central.  
Dewinter et al. (2017) demonstrated the benefit of combining years of psychology based 
clinical experience with qualitative research methodologies of their study, interviewing autistic 
adolescents. The results from inclusive studies can help to better understand the lived experience, 
including the experience of participating in an intervention. For the current study, having a strong 
clinical background working with autistic adolescents, a form of prolonged engagement, provides a 
natural scaffolding from which qualitative research can be effectively conducted.   
An increase in novel qualitative methods with marginalised groups is providing new 
avenues for researchers to explore, including multi-method designs such as combining in-depth 
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interviews or focus groups with photos, emojis or texting (Phelan & Kinsella, 2012; Conover & 
Daiute 2017; Nakarada-Kordic, 2017). Combining clinical experience with novel approaches that 
draw on the strength of the autistic individual should open up a richness of lived experience from 
which we can explore the phenomenon of the experience.  
For the current study, a qualitative approach was appropriate to: (a) explore individual 
factors impacting on participant experience, (b) better understand the development of the 
complexity of emotions competence, and (c) provide new insights into understanding results from 
the quantitative data analysis.  
2.1.3 Quantitative research approach. Quantitative research is an inquiry approach which 
can be useful in exploring the relationships between variables and describing trends (Creswell & 
Gutterman, 2019). Specific research questions are answered by collecting data using pre-existing 
measurements or investigator designed questionnaires (Creswell & Gutterman, 2019). A 
quantitative approach was adopted in this study to collect data on a range of established assessment 
measures which could then be compared to population samples, for example, mental health 
concerns (Brereton et al., 2006). These measures were compared pre and post treatment and at 6-
month follow up. All questionnaires are well accepted and previously validated psychometric 
instruments. To collect clinically meaningful data, some outcome measure questionnaires were 
standardised and validated while other measures were selected as they best aligned with exploring 
emotions competence skills. 
Many researchers in this field have reported that established measures may not be sensitive 
enough to measure subtle changes in this population (Ekkekakis, 2013). In addition, little is known 
about the development of emotions competence in this population, or which factors are important in 
describing the experience and feasibility of an emotion-based group intervention (Ratcliffe et al, 
2015). As there are many unknown variables, it is appropriate for this study to adopt a mixed 
methods design, merging and embedding quantitative and qualitative data. 
2.2 Participants 
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The study was conducted in Sydney, Australia, a large metropolitan city. Participants were 
purposively recruited from a previous study at the Children’s Hospital at Westmead. The potential 
participants were initially recruited from both clinical and non-clinical community-based samples. 
Six adolescents met the criteria of: (a) being an adolescent, aged 12 to 16 years old; (b) having a 
confirmed diagnosis of Autism Spectrum Disorder; (c) having an IQ score of less than 70; and (d) 
having a confirmed ability to speak in a minimum of short sentences.  
One adolescent was excluded from the intervention study as the research team determined 
the risk of triggering high levels of emotional distress was too great. Another adolescent was 
identified as having had a history of complex mental health issues and trauma, however, based on 
discussions with their carers and support services it was agreed that her mental health was stable 
enough to participate in the intervention without risk to the participant, group members or 
facilitators. The potential future risk of mental health decline was monitored closely by the 
facilitators and regular check-ins were conducted with the participant’s case manager and mental 
health team. Another participant was identified by their school as having high levels of aggressive 
behaviour and poor class attendance. Based on a discussion with the parent, it was understood that 
triggers within the school class were contributing to the challenging behaviour. As the intervention 
did not include such triggers, the risk in the intervention setting was deemed negligible to low and 
would be managed with positive behaviour supports. 
Thus, five eligible adolescents and their parents were invited to participate in the study. 
Adolescent participants were provided with a social script outlining the purpose of the research, 
issues of confidentiality and mandatory reporting and right to withdraw at any time without penalty. 
Verbal consent was given by all the adolescent participants. Given the age and level of ID of the 
adolescent participants, parents or carers provided consent for their child. As the study required 
participants to leave school early to attend the intervention, school principals were also required to 
provide their consent. Parents or carers were asked to consent to participating in the study by 
completing mixed method questionnaires at three time points.  
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To confirm eligibility to the study, participants’ previously ascertained diagnosis of Autism 
Spectrum Disorder was confirmed by a research assistant who has passed an inter-rater reliability 
evaluation demonstrating accuracy in conducting research reliable Autism Diagnostic Observation 
Schedule-2 (ADOS-2; Lord et al., 2012). Participants met criteria for being assessed using Module 
3 or 4 in the ADOS-2, indicating that all participants were fluent speakers. All participants were 
assessed as meeting the classification for autism or autism spectrum (raw score ranged from 7-21). 
In Module 3, individual raw scores can be compared to other autistic adolescents of a similar age 
providing a comparative score and level of autism spectrum related symptoms. Participant level of 
autism symptomatology was assessed as being in the low to high range (see Table 1). These results 
were also compared with results from the parent-report Social Responsiveness Scale (SRS; 
Constantino, 2005). Participant SRS T-scores were all in the severe range, consistent with a 
diagnosis of Autism Spectrum Disorder (Murray et al., 2011; Wilkinson, 2010a, b). All participants 
had a previous diagnosis of mild intellectual disability. This was confirmed using the Wechsler 
Intelligence Scale for Children - Fifth Edition (Wechsler, 2014) and parent-report Adaptive 
Behaviour Assessment System (Harrison & Oakland, 2015). Mild ID is defined as significantly low 
adaptive behaviour functioning concurrent with a Full-Scale IQ (FSIQ) T-score of 70 or below 
(APA, 2013). 
All five adolescents were assessed to be eligible for the study and, along with their parents 
and carers, were included in the study (see Table 1). Due to a change of parental work 
commitments, Participant 5 was unable to complete the intervention, and left the study after 10 of 
15 sessions. Four adolescent participants completed the pilot WFP-Adolescent Adaptation 
intervention. Four participants in a treatment group is considered an appropriate group size for 
delivery of WFP interventions (Ratcliffe et al., 2017).  
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Table 1 
Autism and Intellectual Disability Eligibility Assessment 
   Autism  ID 
Participant  ADOS2 SRS  WISC5 ABAS3 
 Gender Age Classification (Level) Module T-score  FSIQ GAC 
1 Male 14.42  autism (moderate) 3 > 90  69 75 
2 Male 14.33 autism (high) 3 > 90  70 56 
3 Female 14.42  autism spectrum (low) 3 > 90  64 60 
4 Female 15.83  autism spectrum 4 > 90  68 76 
5 Female 14.27  autism (high) 3    83  66 73 
M  14.63       > 90     67.40    68.00 
SD    0.61             2.15      8.32 
 
Note. ADOS2 = Autism Diagnostic Observation Schedule-Second Edition, CS=Comparison Score, with 4 
being low, 7 moderate, and 9-10 being severe as compared to other autistic people of a similar age; and 
SRS = Social responsiveness scale, T-score has a ceiling of >90 therefore only median can be reported; ID 
= Intellectual Disability.; WISC5 = Wechsler Intelligence Scale for Children - Fifth Edition; FSIQ = Full Scale 
IQ; ABAS3 = Adaptive Behaviour Assessment System, Third Edition, GAC = Global Adaptive Composite. 
 
2.3 Protocol and Human Ethics Approval 
This study is embedded in a larger study conducted by the Children’s Hospital at Westmead. 
The study protocol, based on AutismCRC guidelines (2016), outlines consent, data security and 
handling, confidentiality and security, participant risk management, withdrawal procedures and 
replacements, mandatory reporting and referral pathways (see protocol excerpts in Appendix A). 
The protocol was approved by the Sydney Children’s Hospitals Network, Human Research Ethics 
Committee and Research Governance (HREC/17/SCHN/386), Australia New Zealand Clinical 
Research Trial, the NSW Department of Education, State Education Research Application Process 
and reciprocal approval by Western Sydney University Human Ethics (see Appendix B for approval 
letters). 
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2.4 Westmead Feelings Program-Adolescent Adaptation 
The intervention was implemented according to the facilitator manual for the WFP-
Adolescent Adaptation (Gardner, Wong & Ratcliffe, 2018). WFP-Adolescent Adaptation consisted 
of 16 sessions, each of 90-minutes duration, covering three modules. Each module consisted of five 
weekly sessions and was followed by a break of seven weeks. Conducting the sessions in this 
manner allowed for the curriculum of each module to be delivered during a school term, with time 
between sessions for consolidation of skills at home and school. The final session (session 16), a 














Figure 1. Timeline for conducting the clinical pilot of the Westmead 
Feelings Program - Adolescent Adaptation.  
Module 1 
5 weekly sessions 
Term 2 
Module 2 
5 weekly sessions 
Term 3 
Module 3 
5 weekly sessions 
Term 4 
One booster session Term 2, 
following year 
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The intervention started in the second term of the Australian school year (April), with one 
Module completed per school term. Each session was conducted during the end of the school day, 
commencing at 2 p.m. Session were held in a large meeting room at a government facility which 
provided services to young people. The booster session was held at the same time of day, in a small 
meeting room in the Children’s Hospital at Westmead. 
The WFP-Adolescent Adaptation aims to develop emotion competency through: (a) 
identifying and understanding emotions in self and others, (b) teaching skills of problem solving 
and perspective taking, and (c) teaching emotion regulation skills using a variety of strategies. The 
adolescent adaptation of the intervention also aimed to: (a) identify and promote access to network 
of support, (b) normalise the adolescent experience, and (c) celebrate individuality. The curriculum, 
key messages and content of each session and module of WFP-Adolescent Adaptation is described 
in Table 2, Table 3 and Table 4. A booster session was provided to assist in skill consolidation. 
Each session was conducted by the same facilitator. The facilitator was a registered 
psychologist with 17 years of previous clinical experience working with autistic adolescents with 
mild ID. The facilitator was also an accredited facilitator of WFP1 (for autistic children, 8 to 12 
years old, with ID) and is lead author of the WFP-Adolescent Adaptation and corresponding youth 
workbooks. As the facilitator was also the lead researcher of the study, there is a potential research 
bias. Resource and time limitations meant that this potential conflict was unavoidable. To reduce 
the potential bias, the evaluation focus groups were facilitated by a researcher unfamiliar to the 
families that participated in the clinical pilot.  
Most sessions were also supported by a co-facilitator. Four different co-facilitators took 
turns supporting the running of the group. Co-facilitators worked in the same department as the 
facilitator and included psychologists, a social worker and an occupational therapist.  
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Table 2 
 
WFP Adolescent Adaptation Module 1 Curriculum and Content – Identifying Emotion in 
Self and Others 
 
Session Key message Content 
1- Introduction of 
group and feelings 
Everyone is different, and 
that is okay. We all 
experience feelings, some 
good and some not-so-good 
Introduce the members of the group, and 
their areas of interest. Introduce the 
group to the structure of program 
including behaviour expectations, 
session schedule and rewards charts. 
Discussion around situations that make 
us feel good and not-so-good. 
2 –Feelings Strength 
Bar, Cup Character 
and feeling happy. 
Some situations can make 
us feel happy. We can use 
the Feelings Strength Bar to 
describe the intensity of that 
feeling (0-3). There is a 
difference between our 
thoughts and our feelings. 
Created ‘Cup Character’, a concrete 
model for understanding their thoughts. 
Using video modelling and group 
interaction to demonstrate that in the 
same situation different people can have 
different thoughts and feelings. 
Discussion on situations that make us 
feel happy, the intensity of the feeling, 
and feelings like happy. 
3 –Mood swings and 
feeling sad. 
Some situations and 
thoughts can make us feel 
sad. It is normal for our 
feelings to swing from one 
to another. 
Group discussion on situations that make 
us feel sad, the intensity of the feeling, 
and feelings like sad. Use video models 
to guess feeling and intensity in different 
adolescent specific situations. Create an 
individualised visual that demonstrates a 
mood swing. 
4 –Feeling angry and 
when I feel angry. 
Some situations and 
thoughts can make us feel 
angry. It is okay to feel 
angry. It is important to 
keep ourselves and others 
safe when angry and to use 
calming strategies. 
Group discussion on situations that make 
us feel intensities of angry or similar. Use 
video models to guess feeling and 
intensity in different adolescent specific 
situations. Create individualised visual 
describing body sensations of feeling 
angry. 
5 – Feeling worried 
and the Fight, Flight, 
Freeze response. 
Some situations and 
thoughts can make us feel 
worried. When we are very 
worried we might respond 
with a false alarm that leads 
to a fight, flight or freeze 
response. 
Group discussion on situations that make 
us feel intensities of worried or similar. 
Use video models to guess the feeling 
and intensity in different adolescent 
specific situations. Interactive games 
using PowerPoint examples of situations 
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Table 3 
WFP Adolescent Adaptation Module 2 Curriculum and Content – Problem Solving and 
Perspective Taking 
Session Key message Content 





We all have unique 
strengths and weaknesses. 
If we have situation that we 
don’t know what to do, we 
can use the Problem 
Solving TECHnique. 
Group discussion and interactive 
activity exploring individual strengths 
and weaknesses. Video modelling to 
demonstrate problem situations and 
scaffolding to complete a worksheet 
based on the Problem Solving 
TECHnique (Think, Emotion Check, 
Choose and How did you go review).  
7 – Feelings 
Investigation Team 
(face and body) and 
different thoughts 
We can use our Feelings 
Investigation Team to look 
for body language clues; 
face and eyes. We can 
have a variety of different 
thoughts, some are helpful 
and some are unhelpful. 
Helpful thoughts help to 
make us feel good again. 
Use video examples and interactive 
games to practice looking for body 
language clues in someone’s face and 
eyes that suggest they are feeling. 
Complete worksheet to identify which 
thoughts are helpful and which are 
unhelpful. Engage in a mystery box 
exercises to demonstrate that different 
thoughts can change how we feel 
about a novel situation.  
8 - Feelings 
Investigation Team 
(voice), and introduce 
perspective taking 
(hear). 
We can use our Feelings 
Investigation Team to listen 
for body language clues in 
the voice. What we hear 
can influence our 
perspective. 
Use video examples and interactive 
games to practice looking for body 
language clues in someone’s voice 
that suggest they are feeling. Engage 
in an activity that demonstrates that 
what we hear can change our 
perspective of the same situation.  





We can use our Feelings 
Investigation Team to look 
and listen for body 
language clues, face, eyes 
and voice. What we see can 
influence our perspective. 
Use video examples and interactive 
games to practice looking for body 
language clues that suggest how they 
are feeling. Engage in an activity that 
demonstrates that what we see can 
change our perspective of the same 
situation. Explore bullying behaviour 
from different perspectives.  
10 – Combine 
problem solving and 
perspective taking 
(including experience) 
Our perspective can change 
depending on what we see, 
hear and experience. We 
can use a combined 
problem solving and 
perspective taking 
worksheet to think of 
different options in the 
same problem situation. 
Engage in an interactive activity that 
demonstrates that what we experience 
can change our perspective of the 
same situation. Discussion of young 
people suggested problem situations 
and scaffolding completing the 
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Table 4 
WFP Adolescent Adaptation Module 3 Curriculum and Content – Emotion Regulation and 
Network of Support  
Session Key message Content 
11 – Network of 
Support and Feelings 
Control Kit (Calm Box 
and Do Something 
Fun) 
Each of us is unique, but we 
all benefit from having a 
network or support and 
activities that make us feel 
good. We can use 
strategies from our feelings 
control kit to help us feel 
good. 
Through video and group discussion, 
develop personalised network of 
support from different areas of life 
(family, friends, school, professional 
supports). Identify enjoyable activities, 
creating a pleasant event schedule 
and plan for creating an individual 
calm box. 
12 – Feelings Control 
Kit (Slow Breathing 
and Use my Words) 
and the Thinking 
Brain 
When our feelings get too 
big, our thinking part of the 
brain can switch off. We can 
turn it on again by using 
calming strategies, such as 
slow breathing. Using my 
words to tell people what 
happened and how I am 
feeling also helps. 
Through video modelling and active 
participation, taught and practiced 
slow breathing. Discussion about the 
thinking brain and what happens when 
it switches off, and back on. Interactive 
game provided opportunity to role play 
using words in a range of not-so-good 
feeling situations. 
13 – Feelings Control 
Kit (Relaxation and 
Helpful Thoughts) 
Relaxation, including the 
use of relaxation apps, can 
also help us to feel calmer 
and turn out switching brain 
on. Having helpful thoughts 
can also make us feel better 
about a situation. 
Through video modelling, active 
participation and introduction of a 
relaxation app, the group step through 
two relaxation exercises and rate its 
effectiveness in feeling calmer. 
Interactive and fun activity provided 
opportunity to help solve an immediate 
and relatable problem. Activity 
included visual representation of 
feeling worried and identifying different 
thoughts. 
14 - Feelings Control 
Kit (Problem Solving 
TECHnique and ask 
for help) 
Previously taught skills of 
problem solving is also in 
the Feelings Control Kit. 
There are some situations 
that benefit from asking for 
help from someone in your 
network of support. 
Though group discussion, followed by 
an interactive activity, the young 
people helped solve a relatable 
friendship problem. It required the 
group to look at two different 
perspectives and to generate different 
options to solve the problem. 
Interactive game provided opportunity 
to practice asking for help in a range 
of school, home and community-based 
examples.  
15 - Feelings Control 




Your imagination can also 
be useful in helping to 
manage your feelings in a 
not-so-good situation. Time 
to celebrate your 
participation in the feelings 
group 
The final session introduces the last 
Feelings Control Kit strategies – using 
my imagination. Video modelling, 
group discussion and role play are 
used to support the young people’s 
understanding of this strategy. Key 
concepts are reviewed. A ceremony is 
held (with parents attending) to 
celebrate the young people’s 
participation in the program. 
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A silent observer was also present at each session, taking notes on fidelity of the 
intervention, engagement of the participants and examples of comments made by young people. 
Three different observers took turns attending the sessions. Each worked in the same department as 
the facilitator and included psychologists and a social worker. 
To support learning and engagement, during the sessions each participant also completed a 
youth workbook. They were encouraged to take home and share their youth workbook with their 
family, school and/or support staff. At the end of each session young people were asked to complete 
takeaway tasks. These takeaway tasks were aimed at consolidating skills learnt in the session and 
were encouraged to be completed with the support of an “emotion coach” (parent, family member 
or teacher). In Module 2 parents and carers were also invited to join the end of the session to 
practice their role of emotion coach 
2.5 Procedure 
Experience-based design using mixed-method approaches, including focus groups and 
surveying participants at different points through-out the intervention, has been shown to assist in 
informing research processes (Bate & Robert, 2006). As this was an explorative study of the 
experience of being a participant in the WFP-Adolescent Adaptation, the evaluation of the 
experience of the intervention was reflectively designed based on feedback from questionnaires 
conducted at the end of each module, observational data, and novel qualitative approaches. The 
novel qualitative approaches included inviting adolescents to a focus group to talk about their 
experience of the intervention while using their youth workbooks to elicit discussion.  
Throughout the course of the intervention, adolescents and parents completed 
questionnaires. These mixed method questionnaires collected information on feasibility, participant 
experience, social-emotional development and screened for any mental health concerns.  
Due to resource limitations WFP-Adolescent Adaptation did not include parent resources, 
nor the funding or staffing resources to develop or hold multiple parent information sessions. 
During the intervention it became clear that completely omitting this part of the intervention would 
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limit the ability of parent emotion coaches to support their adolescent. Qualitative research is 
reflective in nature and encourages qualitative researchers to respond to the needs of the participants 
(Liamputtong, 2017). As such, two parent handouts were developed and distributed between 
Module 1 and 2, and between Module 2 and 3. Two parent information sessions were conducted at 
the same two time points. As one adolescent participant was a ward of the state, there was no 
appropriate parent figure to invite to the session. Three mothers attended each of the two parent 
sessions. 
Three months after the 15th session, adolescent participants and their parents were invited to 
attend one of two evaluation focus groups. The focus group for the adolescent participants followed 
a similar format to a previously described focus group with the same population (Gardner, 2018). 
Three adolescent participants attended the first focus group. The fourth adolescent accepted the 
invitation to attend the focus group, however they did not attend, and no explanation was given as 
to why they were unable to attend. The adolescent focus group was facilitated by a clinical 
psychologist unfamiliar with the adolescent participants and co-facilitated by the lead researcher 
who was familiar with the adolescents having conducted the 15 WFP sessions with the adolescents. 
The focus group session, held in a small meeting room at the Children’s Hospital at Westmead, ran 
for 60 minutes. In the focus group the facilitators utilised the familiar evidence-based autism and ID 
strategies drawn from the intervention.  
To assist with memory and facilitate conversation in the focus group, the youth workbooks 
were referred to during the semi-structured focus group discussion (see Appendix C). Work samples 
of the youth workbooks (n = 3) were also examined for evidence of the uptake of new skills in 
emotions competence as discussed in the focus groups by adolescents and their parents. As the 
focus group methodology was novel to this population, the current study also asked questions 
regarding the participants’ experience of the focus group. 
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Following the adolescent focus group, a parent focus group was conducted with three 
parents and one carer. The group was facilitated by the same clinical psychologist that conducted 
the adolescent focus group. The facilitator had not had previous contact with the parents and had 
not been present during the WFP sessions. The parent and carer focus group ran for 90-mintues and 
followed a semi-structured discussion (see Appendix C). Data from the focus groups and youth 
workbook were converged with open-ended questions from the adolescent and parent 
questionnaires. Feasibility questions focused on recruitment and engagement of participants and 
quantitative feedback of the intervention content and processes. 
Quantitative data was also collected from parents at three time points over a 12-month 
period, to explore changes in emotions competence, social-emotional development and to assess 
and track any pre-existing or developing behaviour problems and mental health concerns of the 
adolescent participants. Parent assessments were distributed prior to the intervention (baseline), at 
the end of the 15th session (post-intervention) and at the booster session (6-month follow up). 
Parents were asked to complete the battery of questionnaires within a one-month time frame and to 
post them back. Due to difficult family circumstances, one parent was unable to complete the 6-
month follow up within the assigned timeframe. They completed the follow up set of measures over 
six months. 
2.6 Quantitative Measures 
2.6.1 Parent feedback questionnaires. At the start of the study, parents and one carer all 
completed a brief background questionnaire. These researcher developed questionnaires collected: 
(a) general demographic information, (b) issues that may arise from participating in a group, (c) any 
concerns that the parent may have about the young person’s behaviour or mental health which could 
create a barrier to engaging in the group intervention, and (d) parent report on the expressive and 
receptive communication abilities of their child using a 5-point Likert scale. A sample questionnaire 
is included in Appendix D. 
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At the end of the intervention, parents and one carers all completed a feedback questionnaire 
(see sample questionnaire in Appendix E). This researcher developed questionnaires collected: (1) 
updated demographic information; (2) parent report on the emotional development, social skills and 
mood of their child using a 5-point Likert scale ranging from 1 (great deterioration) to 3 (remained 
the same) to 5 (great improvement); and, (3) comments regarding the experience, impact and 
feasibility of the intervention. 
2.6.2 Autism Diagnostic Observation Schedule-Second Edition (ADOS-2; Lord et al., 
2012). This semi-structured, standardized assessment tool is used to evaluate autistic symptoms 
regarding communication, reciprocal social interaction, and repetitive activities and interests. 
Structured activities and materials, and less structured interactions, provide standardised contexts 
where relevant behaviours are observed. Used in clinical and research settings, the ADOS-2 is 
regarded as the gold standard measure of observational assessment for ASD (Kanne, Randolph & 
Farmer, 2008). The ADOS-2 consists of five modules; the assessor determines which module to 
select based on a sample of the individual’s expressive language skills and chronological age (Lord 
et al., 2012). Module 3 is for verbally fluent children and young adolescents, while Module 4 is for 
verbally fluent older adolescents and adults.  
2.6.3 Social Responsiveness Scale (SRS; Constantino, 2002). This standardised, norm-
referenced questionnaire was designed to determine the severity of autistic behaviours in young 
people aged 4 to 18 years. The SRS-P for parent report was used in this study. The SRS can provide 
additional support for a clinical diagnosis of autism (Wilkinson, 2010b). The SRS measure the 
domains of social awareness, social information processing, reciprocal social communication, social 
anxiety/avoidance, and stereotypic behaviour/restricted interests. The scale demonstrates strong 
inter-rater reliability, acceptable internal consistency, and correlates highly with the Autism 
Diagnostic Interview-Revised (Rutter, Le Couteur & Lord, 2003). The authors report satisfactory 
psychometric properties including Cronbach’s alpha of .97; test–retest reliability of .88; and inter-
rater reliability between parents and teachers of .73 (Constantino, 2002). 
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2.6.4 Wechsler Intelligence Scale for Children–Fifth Edition (WISC-V; Wechsler, 
2014). This measure was designed to assess intellectual ability and cognitive processing. The 
WISC-V is considered the gold standard intelligence test for young people aged 6 to 16 years 
(Wechsler, 2014). It is comprised of 10 subtests, generating 5 scales representing verbal 
comprehension, visual spatial, fluid reasoning, working memory, and processing speed. The Full 
Scale IQ is an averaging of these five scales (represented as standard scores: M = 100; SD = 15). A 
Full Scale IQ of 70 or below places the individual in the extremely low classification suggesting an 
intellectual disability is present. For autistic adolescents with ID that are non-verbal it maybe more 
valid to administer a shorter and non-verbal measures of ID such as the Raven's Colored 
Progressive Matrices (RCPM) (Raven & Raven, 2003) and the Test of Non-verbal Intelligence-
fourth edition (TONI-4) (Brown, Sherbenou & Johnsen, 2010). However, given the verbal ability of 
the participants (phrase level and above), the WISC-V was deemed as an appropriate measure. The 
WISC-V was administered by a research psychologist, experienced in administering assessments to 
autistic adolescents. Assessments were completed in one sitting and ranged from approximately 
sixty minutes to one hour and thirty minutes. All participants engaged well in the testing 
environment. 
2.6.5 Adaptive Behavior Assessment System, Third Edition (ABAS-3; Harrison & 
Oakland, 2015). This norm-referenced comprehensive measure is commonly used to assess the 
adaptive functioning and behaviours in a variety of settings across age ranges. Results can be used 
to inform diagnosis/classification of intellectual disability. The ABAS-3 can be completed by 
informants familiar with the skills and behaviors of the individual being rated. The ABAS-3 parent 
form (for reporting of young people aged 5 to 21 years) were completed by parents and carers. The 
ABAS-3 includes questions across nine adaptive skill areas, generating three adaptive domain 
scores, the practical domain, social domain, and conceptual domain, and an overall General 
Adaptive Composite (GAC). The GAC provides an indicator of overall adaptive functioning. Items 
on the ABAS-3 are rated on a 4-point Likert scale from 0 (is not able) to 3 (always/almost always). 
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Individual items are summed and converted to standard scores. For the GAC, internal consistency 
estimates range from .98 to .99 for parent and teachers (Harrison & Oakland, 2015). Validity of the 
ABAS-3 is supported in moderate-to-high correlations with other established measures of adaptive 
behaviors (Sparrow et al., 2005). In addition, the ABAS-3 distinguishes between clinical groups and 
matched control groups. For example, parent ratings were significantly lower across all domain 
scores and for the GAC for samples of autistic children and samples of children with ID, compared 
to typically developing peers (Harrison & Oakland, 2015). 
2.6.6 Emotion Development Questionnaire (EDQ; M. Wong et al., 2009). This 40-item 
questionnaire aims to measure emotions competence in autistic children. It was designed 
specifically to examine competency in the skills taught in WFP for autistic young people aged 7 to 
13 years, with and without ID. The EDQ is based on theories of emotional intelligence, emotions 
competence and developmental theory (M. Wong, Heriot & Lopes, 2009). It measures the 
constructs of emotional understanding, empathy/theory of mind, emotion regulation and parent 
emotion coaching skills. Items on the EDQ are rated on a 5-point Likert scale ranging from 1 
(never) to 5 (almost always) with a sixth option of “don’t know”. Individual items are to give an 
overall indication of emotions competence. Higher scores indicated better emotional skills. The 
questionnaire has previously demonstrated excellent internal consistency, with a Cronbach’s alpha 
of .91 for parents (Ratcliffe et al., 2014). Support for the concurrent validity of the EDQ was 
provided by the strong relationship between parents’ ratings on the EDQ and their scores on the 
SSIS (r = .54, p < 0.001) and the SDQ ( r = .36, p < 0.001; Ratcliffe et al., 2014) 
2.6.7 Social Skills Improvement System (SSiS; Gresham & Elliott, 2008).  This 
standardised norm referenced assessment of social skills for young people aged 3 to18 years has a 
78-item parent report form. The measure produces a total social skills score (including 
communication, cooperation, assertion, responsibility, empathy, engagement and self-control). This 
represents a broad array of prosocial skills which are considered to be “learned, socially acceptable 
behaviors that allow a person to positively interact with others” (Gresham, Elliott, Vance, & Cook, 
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2011, p. 29). Raw subscale scores are combined to provide a Total Social Skills standard score (M 
= 100, SD = 15) and gender and aged normed percentile. The Total Social Skills standard score are 
rated well-below average (below 70), below average (70 - 85), average (85 - 115) and above 
average to well above average (above 115). Percentiles are based on gender aged norms. In this 
study the percentiles have been reported as the percent of individuals from the normed sample who 
scored at or above the participants level. Moving between behaviour levels is considered clinically 
significant as it represents a change of one standard deviation (Gresham & Elliott, 2008). The SSiS 
shows strong psychometric properties in terms of internal consistency and test–retest reliability 
estimates and has been demonstrated to be valid for use in autism populations. Median scale 
reliabilities of the social skills scale are in the mid- to upper .90s for every age group on each form. 
Median subscale reliabilities are in mid .80s for the parent form. All alpha coefficients are equal to 
or exceed .70, with a median scale correlation of .87 for parents and median subscale correlation of 
.83 (Gresham & Elliott, 2008).  
2.6.8 Developmental Behaviour Checklist (DBC; Einfeld & Tonge, 2002). This 96-item 
questionnaire includes a parent (DBC-P) and teacher (DBC-T) version. The measure reports on a 
broad range of behavioural and emotional problems of young people aged 4 to 18 years with 
developmental and/or intellectual disabilities. Parents are asked to rate items on a 3-point Likert 
scale from 0 (not true as far as you know) to 2 (very true or often true). There are five sub-scales 
(Disruptive Behaviour, Self-absorbed, Communication Disturbance, Anxiety and Social Relating 
Difficulties) which combine to report total behaviour problem score which provides an overall 
measure of emotional and problem behaviour disturbance (Einfeld & Tonge, 2002). The total 
behaviour problem raw score includes a clinical cut-off score of 46 (58th percentile) to differentiate 
between individuals with and without clinically significant emotional and behavioural problems. 
The DBC can be used as a repeated measure to monitor intervention effectiveness. The DBC cut-off 
has high agreement with clinical diagnosis, with sensitivity and specificity of the DBC-P clinical 
cut-off score being 83% and 85%, respectively. The DBC-P has high concurrent validity with the 
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Maladaptive Behaviour Scale (Lambert & Windmiller, 1981) and the Problem Behaviour section of 
the Scales of Independent Behaviours (Bruininks, Hill & Morreau, 1988). Internal consistency, 
criterion validity, test–retest reliability and inter-rater reliability are high (Einfeld & Tonge, 2002). 
2.6.9 Childhood Behaviour Checklist (CBCL; Achenbach & Rescorla, 2001). This 118-
item measure is part of a group of forms for rating behavioural and emotional problems as well as 
adaptive characteristics that indicate mental health concerns in children. The CBCL parent-report 
form for young people aged 6 to 18 years was used in this study. The CBCL is widely administered 
and has a long history of research usage, including use with autistic populations (Mazefsky et al., 
2011). The CBCL measures various psychopathology symptoms and reflects whether a child's level 
of behaviour falls into the clinical range for 12 to 18-year olds of the same gender. Parents are 
asked to rate the frequency of each behaviour within the last 6 months on a 3-point Likert scale 
from 0 (not true) to 2 (very true or often true). The CBCL generates three main scores: Internalizing 
Problems, Externalizing problems, and Total Problems. Larger scores reflect more problematic 
behaviour. T-scores for all scales can be calculated from a gender normed sample (M = 50, SD = 
10). T-scores of 70 or above indicate clinically significant behaviour concerns. T-scores between 65 
and 69 indicate borderline levels of clinical range. Moving between categories is considered to be 
clinically significant as it represents a change of one standard deviation (Achenbach & Rescorla, 
2001). Reliability information reported in a previous study indicated 1 to 2 week test–retest 
reliability ranges from .88 to .90, mean stability at 12 months of .65 and Cronbach’s alpha for 
individual subscales ranging from .71 to .91 (Muller et al., 2013). 
2.7 Measures of Experience and Feasibility 
Self-report and parent-report questionnaires were reflectively developed by the researchers 
to collect data specific to the experience of attending WFP-Adolescent Adaptation and feasibility of 
attending WFP-Adolescent Adaptation. These mixed method questionnaires included both Likert 
Scales and open-ended questions. As recalling information with a time delay can be challenging for 
individuals with ID (Hronis et al., 2017), adolescent questionnaires were administered during the 
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final session of each module and at the end of the booster session. Parent questionnaires related to 
the experience of WFP and feasibility of the intervention were distributed at the end of the 15th 
session (post-intervention) and at the Booster session (6-month follow up). Parents and one carer 
were asked to complete the assessments and questionnaires within a one-month time frame and to 
return them with reply paid envelopes.  
To support comprehension, the adolescent questionnaires followed an Easy Read format, 
with photos and line drawings supporting the written text (Hronis et al., 2017). A 3-point Likert 
scale was accompanied by visual representations of the responses (see sample questionnaire in 
Appendix F) and a practice item to ensure the adolescent understood the instruction and were able 
to provide a considered response to questions. Parent questionnaires utilised a 5-point Likert Scale 
with 1 signifying a negative experience (never / did not work / strongly disagree / great 
deterioration / very difficult / very dissatisfied) and 5 signifying a positive experience (always / 
worked well / describes well / great improvement / very easy / very satisfied). Questions included 
feedback on specific elements of the WFP content (as outlined in Table 2, 3 and 4), the processes in 
delivering the intervention (such as the use of visuals, video modelling and rewards) and the 
experience of attending the intervention (including generalization of skills, enjoyment, perceived 
importance of the intervention and helpfulness of social-emotional interventions). 
Observational notes were recorded at each session and included information regarding the 
perceived engagement of the adolescents (noting on and off task behaviours, focus of attention) and 
comments made by the participants (see excerpt of observation notes template in Appendix G). 
2.8 Data Analysis 
2.8.1 Thematic analysis. The collection of qualitative data followed a convergent 
triangulation design with data drawn from the focus group transcripts, questionnaires and supported 
with material from the Youth Workbooks and observational notes. A thematic analysis was 
conducted on the data. “Thematic analysis is a method for identifying, analysing, and reporting 
patterns (themes) within data” (Braun & Clark, 2006, p. 7). The qualitative data was extracted and 
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reviewed for codes and themes. A reflective journal was created to track the development of the 
process (Tracy, 2010). 
Thematic analysis follows the guide published by Braun and Clarke (2006). Step 1. 
Familiarity as the data was manually entered, read and extracted (lead researcher). Step 2. 
Generation of initial codes based on semantic content. Step 3. Once all the data had been coded, a 
coding manual was created and data viewed from a broader perspective (Nowell et al., 2017). 
Broader concepts were generated as perceived as important to the research questions (Pokorny, 
2018). The data was entered into an excel spreadsheet generating potential themes (codes and 
concepts; refer to Appendix H for the completed manual). This data-driven approach enabled the 
visual representation of codes, assisted in the generation of potential themes and provides additional 
transparency. Step 4. Potential themes were reviewed for face validity. Step 5. Each theme was 
named and reviewed. Step 6. A draft of the results and discussion for this paper was offered to 
parent participants for member checking feedback. Results were also reviewed using the Youth 
Workbooks and observational notes to provide additional validity. Triangulation of data 
demonstrates research rigor when conducting qualitative research. Data from adolescent and parent 
participants, the youth workbooks and observational data were triangulated. Such steps support the 
credibility and trustworthiness of the study (Nowell et al., 2017). To protect the identity of the 
participants, reporting of quotations in the thematic analysis excludes identification of participant. A 
convergence of qualitative and quantitative data was conducted on a participant level, in order to 
explore individual experiences and to confirm or challenge results. When relevant, participant 
quotes are included to assist in giving an authentic voice to the study. 
2.8.2 Statistical methods. Given the small sample size of this preliminary pilot, quantitative 
data was examined using descriptive statistical methods: percentages, means, standard deviation 
and where available, clinical ranges and percentiles. A move from one clinical range to another was 
reported as a clinically significant change. Questionnaire data regarding feasible and experience of 
participating in the intervention were based on Likert Scale ratings of effort, burden, teaching 
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elements, engagement and perceived benefits. Emotions competence, social skill, emotional and 
problematic behaviours and mental health measures were described on a case-by-case basis and 
described at the three timepoints, comparing to other quantitative measures where relevant.  
3. Results 
3.1 Experience of Attending Intervention – A Thematic Analysis 
Responses from the focus groups with adolescent participants (n = 3) and their parents and 
carers (n = 4), along with content analysis of the youth workbook (n = 3) and written responses to 
open-ended questions from all groups of participants (N = 8), revealed five themes and related sub-
themes describing the journey and experiences pertaining to being a participant in the WFP-
Adolescent Adaptation. The themes included: (1) coming from a different base, (2) giving them 
tools, (3) beautifully delivered, (4) it helped us, and (5) unique experience. 
These themes, sub-themes and descriptors or illustrative quotes from the raw transcript data 
and questionnaires describe three broad areas discussed by participants: (1) pathway to intervention, 
(2) the experience of being a member of the WFP group, and (3) lessons learnt. Although the 
adolescent participant responses in the focus group were brief, when converged with worksheets 
from their youth workbook, written feedback, and parent responses, the results indicated good 
triangulation.  
3.1.1 Pathway to intervention. The first theme from the thematic analysis, coming from a 
different base, related to the beginning of the intervention journey, the pathway that lead them to the 
intervention. As seen in Table 5, this theme included five subthemes: (1) the impact of disability 
and puberty, (2) previous skills, (3) meltdowns and other challenging behaviours, (4) gap between 
autism and typical development, and (5) parent limitations and stressors. 
In the first theme, “coming from a different base”, parents spoke about the “impact of 
disability” for their child, such as communication challenges (verbal and non-verbal) and 
difficulties arising from having strong interest in topics that open the adolescent up to ridicule from 
peers. All adolescents and parents indicated areas of social-emotional difficulty. The interest or 
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ability to take the perspective of another person was reported by parents as previously lacking in 
their child. Limited emotions competence was perceived to result in having difficulties with peers, 
and the adolescents not being able to label or control their own emotions. These social-emotional 
difficulties often lead to meltdowns or self-harming behaviour. 
Table 5. 
Thematic Analysis of the Pathway to Intervention 
Theme Sub-themes Examples and quotes 
Coming from a 
different base 
The impact of 
disability and puberty  
“Tends to go non-verbal” 
“I don't know if it's puberty or whether the world just 
gets more complicated and harder as they get old. 
So I don't know if it's actually the hormones or the 
reality that, at 15….t here are different expectations 
than there are at 13, or 10.”  
“He used to always say, ‘If you said you don't like 
The Wiggles, then you're saying you don't like [me]’ 
and he would get really, really upset.” 




“I had that child that melted down everywhere. He 
was rather hard to get anything out of, so we're 
coming from a different um, base probably.” 
“They're made to feel bad if they're upset about 
something.” 
 Gap between autism 
and TD 
“Typical kids, they have friendship groups, and 
sporting groups, and all sorts of outside. They have 
their school friends, their fish bowl friends, and then 
you have your outside friends.” 
“They still don't see them as equal. A- and I don't 
know when that's ever gonna happen.” 
“No matter how nice typical kids are - There's a little 
bit of patronizing - they will never be their equal.” 
 Parent limitations and 
stressors 
“I don't always understand what it is that he's coming 
home and telling me.” 
“It's hard to be everything, discipline them, comfort 
them, teach them. It just seems more real to have 
this as a separate,” 
“Sometimes as a parent of a special needs kid, 
there's so much pressure all the time. Like, are you 
doing everything you can do? Are you trying this, are 
you trying that?”  
 Previous skills “[He already] knows to breathe."   
“Always had, had, has had empathy for me a bit.” 
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Some of these challenging behaviours were put down to the “impact of puberty”. In some 
cases, it was the deepened emotional experiences such as premenstrual stress. Others felt that 
puberty had triggered a regression in behaviour. As one parent said “he would go back to tantrums, 
and he was punching himself in the head, and you know, getting himself angry and so frustrated. 
And it was like, all these things that we haven't done since he was two.” 
However, one parent reflected on a lifetime of difficulties related to their child’s disability and 
felt that current challenges were perhaps more related to changing expectations of adolescents 
rather than of puberty: 
I don't know if it's puberty or whether the world just gets more complicated and harder as they 
get old. So, I don't know if it's actually the hormones or the reality that, at 15 he's, there are 
different expectations than there are at 13, or 10. (Parent participant) 
The “gap between autism and typical development” was raised by adolescents and parents. 
Despite the peers best of intention, the autistic adolescent was described as being “other” and that 
they will “never be their equal”. Adolescent reports reflected this sentiment as workbooks included 
examples of the young person being left out by typically developing peers or family members.  
“Parent limitations and stress” were also identified by adolescents and parents. Parents 
reported increasingly feeling less competent to teach social-emotional skills to their adolescent 
child, and both parent and child reported parental stress and distress. A number of worksheets 
included examples of their parent being sad or getting angry with them.  
Yet despite the challenges, adolescents and parents both spoke of skills sets that the young 
people came into the group with. For one adolescent these “previous skills” included examples of 
showing empathy towards their parent. However, more commonly the adolescent or parent would 
recognise that some emotion regulation skills or visual supports being taught in the intervention had 
previously been taught to the adolescent, often in the early years, but the skills had not been 
practiced and had since been forgotten. The parents considered these skills and strategies to be 
either only applicable for younger children, or previously ineffective so had not been followed up.  
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3.1.2 Being a member of the WFP Group. As seen in Table 6. the next theme arising from 
the focus groups was that of the WFP- Adolescent Adaptation content “giving them tools” and 
processes that were “beautifully delivered”.  
The theme, giving them tools, was drawn from recalled examples of the content taught in the 
intervention. From Module 1, these included examples of “tools to understand emotions”. There 
were mentions and uses of the Feelings Strength Bar in a variety of situations (home, school and 
community). Participants were reported as being more aware that body language can be used as a 
form of communication. Shared examples demonstrated that the adolescent’s ability to “link 
situation, thought and feelings” and developed during the course of the intervention.  
From Module 2 participants spoke of the scaffolding provided by “teaching problem-solving 
steps”. One family described how that tool had been incredibly helpful on a family holiday: 
He lost his comfort toy overseas. It was a soft toy he has slept with for ten plus years. We 
used the techniques in the problem-solving worksheet to help him look at options and come to 
terms with a very upsetting problem, and it was incredibly helpful. (Parent Participant) 
Adolescents and parents all reported on the adolescent’s new ability to understand that there 
are multiple perspectives in the world, and that it is okay. Their increased understanding of 
perspective taking was also seen in the youth workbooks. Video modelling, interactive activities 
and worksheets helped with “scaffolding perspective taking”, so that the adolescent could begin to 
appreciate that other people think and feel differently in the same situation.  
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Table 6.  
Thematic Analysis of Evaluation of Intervention Content and Processes 
Theme Sub-themes Examples and quotes 
Giving them tools 
(content) 
Tools to understand 
emotions 
Emotion language, body language, feelings strength 
bar, intensity of emotions.  
"cause [he] had the um, the scale on his desk." 
 Link situation, thought 
and feeling 
"He's playing basketball now…[he] doesn't like to 
lose though, so we're working on that, and 
understanding that, how good it makes you feel 
when you win, and like, even when you lose, then 
you know, when, when you win, someone else loses. 
Like, it's you know, this what we're working on at the 
moment.”  
 Teaching Problem 
Solving Steps 
"Problem solving, um, how you're feeling, what, what 
you can do, and then it, thumbs up or thumbs down 
with the different options" 
 Scaffolding 
Perspective Taking 
“He doesn't get offended when people say, "Well, I 
don't like The Wiggles." He's like, "But I do." 
 Emotion Regulation 
Strategies 
Feelings Control Kit, slow breathing, calm box, 
relaxation, problem solving, use your words. 




Mood Swings and puberty  
"It means now, that's why you're extra sensitive. 








"Because of the structure, they were there, and they 
knew that they had to now concentrate and think.” 
"So much structure ..they know they had the fun 
games."  
 Safe and non-
judgemental facilitator 
guided sessions 
"It was beautifully delivered"  
"She felt so comfortable she learned to express 
herself knowing that she wasn’t judged"  
 Communication and 
teaching strategies 
Easy to understand communication style, age-
appropriate, group discussions, scaffolding with 
workbooks and modelling 
"Worksheet helped to start the conversation" carer 
"It was easy to understand."  
 Group Dynamic Being in a small group with similar aged peers. 
"They're all different, but on a similar level, it wasn't 
threatening"  
"The group, the dynamic that you've got now, is 
where they come in as total strangers, and that they 
feel that they can then say whatever they need to 
say." 
 Targeted approach Targeted to Autistic Adolescents with mild ID  
"It was targeted at where they're at in- intellectually 
and emotionally. It was pitched at the right level-" 
"Age bracket that it was aimed for was perfect." 
 Realism through video 
and role play 
“You can see… it's not a, a play… They make them 
up as they go.” – adolescent 
“Engineered, realistic interactions.” 
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From Module 3 parents noted that the adolescents were demonstrating an increased awareness 
of “emotional regulation strategies” including slow breathing, using the calming box, doing 
something fun, relaxation, using your words and problem solving (after the initial emotional 
reaction had been calmed). The intervention had given them “tools to deal with things”. Finally, the 
intervention had been seen by adolescents and parents as helping to “normalise the adolescent 
experience”. This was particularly helpful for a female participant who now had a better 
understanding of the emotional mood swings associated with her menstrual cycle. 
The third theme related to the process of the intervention and the perception that it was 
“beautifully delivered”. Parents recognised the value of the intervention’s “structure, expectations 
and predictability”. Parents described these aspects as providing their children with the information 
required to match their behaviour, “they knew that they had to now concentrate and think”. There 
was a balance of work, group discussions and fun activities which resulted in the adolescents being 
happy to engage in the intervention and provide safety through predictability. Having “safe and 
non-judgemental facilitator guided sessions” also allowed for the adolescents to feel comfortable 
enough to express themselves without being judged. It helped to give the adolescents a voice. The 
facilitator was also commended by parents as contributing to the beautiful delivery of the 
intervention. 
“Communication and teaching strategies” utilised in the intervention, including scaffolding 
and the use of visuals, assisted with clear and easy understanding of concepts and tasks. The 
worksheets were described as helpful in starting a conversation, but also in guiding a conversation 
that was previously impossible to have with the adolescent.  
The “group dynamic” was also seen as key to the success of the intervention. Having a small 
group of peers, of similar age and ability, provided a space where they felt free to talk about 
anything. It also provided them with an opportunity to hear from their peer group. This provided the 
adolescents with concrete examples of others having different thoughts and feelings from 
themselves. They also learnt that despite having different viewpoints, their relationship did not need 
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to change. It challenged the black and white thinking which had previously triggered unpleasant 
emotions about the other person. The group respected the members of the group, and the rules of 
confidentiality. 
The parents also acknowledged the importance of having a “targeted approach” to teaching 
social-emotional skills to their autistic adolescents with mild ID. It was noted that one of the 
interventions strengths was that it was “pitched at the right level”. Parents felt it matched their 
child’s needs in terms of age, autism and intellectual disability. 
Finally, the “realism through video and role play” were also seen as strengths of this 
adolescent adaptation. One parent described them as “engineered, realistic interactions”. The use of 
adolescent actors in the videos improved engagement. Across the course of the intervention the 
adolescents built a connection to the adolescent characters of “Jenny” and “John”. These characters 
helped teach content and showed many age-appropriate social examples of different problem 
situations. The participants were then encouraged to role play the same or similar situations. While 
some in the group were initially hesitant to stand up and act in front of the group, by the end of the 
intervention all adolescent participants enjoyed the acting opportunities to practice their new skills, 
using real world scenarios. 
3.1.3 Broader experiences. In the final theme discussed in the focus groups, two subthemes 
described the broader experiences that adolescents and parents had as a result of being a member of 
the WFP (see Table 7).  
The final theme involved examples of how the intervention “helped us.” The intervention is 
aimed at building emotions competence. Observed and reported improvement demonstrated 
numerous new skills related to the “program core aims”. Examples included adolescents using more 
words to describe feelings and connecting what had happened to how they were feeling and 
thinking, and more accurately reading other people’s body language. In one case, the young person 
was reported to be recognising that her body language was also communicating to others that she 
wanted them to stay away, when in fact she was upset that they were not including her.   
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Table 7. 
Thematic Analysis of Broader Experience of Intervention 
Theme Sub-themes Examples and quotes 
It helped us 
(benefits of 
intervention) 
Program core aims Increase in emotions competence, social skills and 
mental health  
"Since he's now gonna learn words on how to 
describe his emotions, it's a lot easier to understand 
like, you know, when he's upset, or when he thinks 
that someone else is upset." 
“I've also seen a big improvement lately, that um, 
she'll be on the verge of an outburst, and then…she'll 
say, "Yeah. Yeah. I'm done." 
"But I was just thinking, listening to everything, 
probably in the last six to 12 months, he's dealing with 
a lot of the things that make him anxious a lot better." 
 Parental outcomes Improved parent emotions competence development, 
reduce parent isolation, provide parent support (from 
facilitator, school and partner) 
"I'm so busy, but hold on I'm going to stop and make 
time for her, as well so she knows that she is heard, 
and she is appreciated." 
"So I think it means that I'm just starting to treat him in 
a more age-appropriate way."   
"First meeting and everyone was sharing stories, and I 
was like, ‘Wow. Like, all these other parents get what 
I'm talking about.’ 
“This course has helped us better understand our now 
teenage autistic son.” 
 Belonging and 
valued 
“ ‘Mum, there is people out there’. Could I get us into a 
group? Could I find somebody that I can connect 
with?" – adolescent and parent interaction 
"In this kind of situation where they're all on ... an even 
keel they all feel valued because they're all, no one's, 
they don't feel inferior to each other... and neither one 
of them ever treated each other with disrespect." 
 Additional family 
benefits  
Increase in family emotions competence, increased 
compassion and skills to help each other, more 
supportive 
“It’s been beneficial with all the siblings, and so we 





“Self realization and realization of others' feelings 
around her. I think that's the thing she has taken out of 
this” 
“This girl's having a bad day. It's not my fault.” 
“I'm not just upset for no reason. There is a reason.” 
“Disassociating from, just because someone else 
doesn't like something that he likes, that's not 
meaning that they're saying that they don't like him.” 
 Generalisation of 
new skills 
"Even though she's hasn't got a worksheet in front of 
her, she's processing it like a worksheet in her mind." 
“[my son] went and got his iPod and his earphones 
and brought it to me and put on Smiling Mind” 
(continued)  
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Table 7. 
(continued) 
Theme Sub-themes Examples and quotes 
Unique 
Experience 
Social interactions "[This] course gives them that outside scenario ... It's, 
it's others."  
“Sometimes they need that outside thing, that outside 
outlet.” 
 
Unique opportunity “They were getting provided with something really 
essential.” 
“Jumped at the chance because there's so little” 
"Just when you felt like you had been drowning again. 




For young people, parents and access to the program 
content.  
"they don't feel inferior to each other" 
"they could have these social interactions that were 
not threatening for them." 
 
Positive experiences “[The program] was the only thing that kept him sane” 
“He didn't see it as work, sort of as fun. He'd look 
forward to it.” 
“No one's gonna say to me, ‘Hey, don't be angry.’ I 
can be angry, but then I can calm down, and then I 
can think about what it is." 
“Instead of just trying to straight away dismiss their 
feelings and go, ‘Don't get upset about that.’ “ 
 
Recommendations  “Longer program, every second week, longer period” 
 “Ongoing basis. And that way they can explore other 
issues.” 
“Not at school” 
 
Individual approaches “Very clear - different ways to describe emotions - 
layers to draw on” 
“[particular strategy] it was probably less useful for [my 
son]” 
 
Adolescents were showing more awareness of trigger situations and thoughts which impact 
how they were feeling. Strategies that support emotional regulation, included self-regulation 
techniques such as slow breathing, or doing something fun, to working with someone in their 
network of support to complete the problem-solving worksheet, generating different options and 
accurately considering how those options could impact on the feelings of themselves and others.  
Parents also linked the intervention to improvements in their child’s mental health, with one 
parent commenting that her child was now able to manage his anxiety triggers such as balloons. The 
same child was also observed in one session trying a new food. He didn’t like it, but previously he 
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had a history of avoiding new foods, so this was a big step that was completely self-initiated. 
However, the benefits of the intervention were not limited to the core aims of the intervention.  
Parents also reported benefits in their own understanding of their autistic adolescent and their 
emotions competence skills. Parents gave examples of how their interactions with their child had 
changed. Once parent had realised that although life is busy, it is also important to find the time to 
validate her child’s experience, making time for her child “so she knows that she is heard, and she is 
appreciated.” Another parent reflected on how differently she interacts with her children, and that 
now her autistic son had learnt new social-emotional skills, it was time for her to start supporting 
him in a more age-appropriate way. 
As one parent summarised “this course has helped us better understand our now teenage 
autistic son.” Being a part of the intervention had also created for the parents a supportive group in 
which they could meet and talk with other, like-minded parents. “First meeting and everyone was 
sharing stories, and I was like, ‘Wow” Like all these other parents get what I’m talking about”. It 
also helped to build a team around their child. No longer was the responsibility of teaching social-
emotional skills the sole responsibility of the primary carer giver. It was now shared by the explicit 
teaching of skills in the group and supported by teachers and family members.  
The adolescents also benefited from being a member of the group. It helped them to feel heard 
and valued. After having felt alone and different, it gave them the awareness that there are other 
people similar to themselves, “we are like a family”. This was a group that they were excited to 
belong to. As expressed by one very happy adolescent at the focus group “We’re getting the team 
back together!”. Furthermore, the adolescents wanted to continue that connection and to meet and 
connect with more like-minded peers. 
Being a part of the intervention also had an indirect flow on effect to families. Parents shared 
examples of situations where their other children had started successfully using WFP content to 
improve their emotions competence skills: 
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As a whole, as a family, in our house it's been really, really great. I've got another son that's 
got really bad anxiety and because of the program, and just some of the, like the, the words, 
and even like the scale thing ... Like, 'cause we use that at home a lot- or him to, so he can 
actually look at it and instantly go, ‘Okay, that's where I am.’ Yeah, in that second, you know, 
in that, in that moment he can actually visualize, ‘Okay, that's where I am.’ And, just by 
visualizing something or saying something out loud, I find that's helped him to calm down a 
lot faster. (Parent Participant) 
Siblings are also supporting the autistic adolescent at home in a variety of ways. Examples 
included going through the takeaway tasks together or increasing empathy for their autistic sibling 
and wanting to do more to help their sibling to manage their emotions (rather than triggering them). 
As one parent explained: 
It’s been beneficial with all the siblings, and so we realize now, especially with the older ones. 
Like, I think they realize now that she isn't just having a meltdown for no reason…I said to 
the kids, we all gotta actually make some time out and make her feel good, because we can't 
keep her up at that level where she's always. (Parent Participant) 
Just as the families are starting to see their autistic child or sibling in a different light, so too 
the autistic adolescents were reported to be “developing self-awareness and compassion for others”. 
For one family one of the most impactful outcomes of the intervention were their child’s “self-
realisation and realisation of others' feelings around her.” Another parent reported that previously 
her son had associated himself so strongly with his special interest area, that he believed if someone 
did not like the same interest, then it meant they did not like him. As a result of the intervention she 
said he is now “disassociating from [his special interest], just because someone else doesn't like 
something that he likes, that's not meaning that they're saying that they don't like him.” 
Parents also reported that alongside self-awareness, they were seeing more caring and 
forgiving behaviours towards others. One parent described a situation that illustrated this new focus: 
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When they were doing a running race the other day and this boy couldn't keep up and he was 
crying, and my son couldn't keep up either, so he's just there with his arm around him going 
like, “It's okay. Like, come on. Don't be sad” and like, he was ... He's starting to like, openly 
care more about what other people think, whereas previously, he didn't really care unless it 
bothered him, then that was it. (Parent Participant) 
The thematic analysis also provided evidence of the “generalization of new skills”. Some 
parents found that they needed to provide direct instruction to talk through the worksheets. 
However, one adolescent was able to describe how they “saw” the worksheet in their head and 
stepped through the worksheet, including generating different options, in their mind. Both 
adolescents and parents gave examples of times that they had used their new skills in different 
contexts, including at home, school and in the community.  
Generalization of skills was evident as adolescents started encouraging other family to use the 
emotions competence skills. One parent described a situation which demonstrated that the 
adolescent had learnt to read their parent’s mood, think of emotion regulation options that could 
help, and then they explained to the parent what they needed to do, and provided them the resources 
and space to implement the strategy: 
I was upset about something and I was tired, and I just like, “Oh my God, I just want a break.” 
And [my son] went and got his iPod and his earphones and brought it to me and put on 
Smiling Mind [relaxation App]. (Parent Participant) 
The final theme explored the intervention through the perceptive of it being a “unique 
experience”. Five sub-themes emerged: (1) social interactions, (2) unique opportunity, (3) breaking 
down barriers, (4) positive experience, and (5) recommendations (see Table 7). 
Adolescents and parents both reported difficulties with making and keeping friends. At the 
start of the intervention half of the adolescents said they had no friends at school. All of them 
reported to have only one friend outside of school and social contact was limited. The “social 
interaction” in the intervention meant they had 15 sessions to create bonds with each other. As one 
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parent said “These kids don't get outside friends, so this…course gives them that outside scenario 
where they're not with the people that they're stuck with day in day out. It's, it's others.” 
Social interaction was not the only aspect of the intervention that appealed to parents as a 
“unique opportunity”. It was recognised by parents that social-emotional support is hard to find, yet 
essential for their children, so programs like this are unique. The adolescents also reported that 
having a intervention that focus on feelings was important for young people “because then they can 
be happy” and “understand other people”. Having a intervention that was aimed at early adolescents 
was seen as “fabulous” timing. On a personal level, parents also reported that the timing of the 
intervention also coincided with a time in their life when they felt particularly stressed and isolated 
“just when you felt like you had been drowning again”. 
The intervention was also more accessible as it helped “breaking down barriers” that often 
stood in the way of families accessing support for their child. Parents had tried to support their 
children with their social-emotional needs, however they reported that their child would get upset 
and refuse to talk about situations reflectively. One parent stated that over the course of the 
intervention their child has moved from saying “I don’t wanna think about it” to just doing it. 
Adolescents can also be resistant to new groups. Adolescents reflectively reported that they felt a 
range of emotions before they started the group. One felt worried because she thought that there 
would be too many people in the group. One felt worried because they were not sure what would 
happen. However, all adolescent reported that as the group went on, they enjoyed coming to the 
group. "They could have these social interactions that were not threatening for them." 
The intervention created many “positive experiences”. Of coming to the group one parent 
said, “He didn't see it as work, sort of as fun. He'd look forward to it.” The positive experiences 
went beyond having fun in the group, it was also the experience of hearing that your feelings are not 
something to be ashamed of, they don’t define you. Feelings were normal, it is okay to feel angry, it 
is understandable to feel sad or worried. Their feelings were not being dismissed or punished. “No 
one's gonna say to me, ‘Hey, don't be angry.’ I can be angry, but then I can calm down, and then I 
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can think about what it is." It was these positive and supportive experiences that lead to comments 
such as “[the intervention] was the only thing that kept him sane”. 
Parents were asked about what elements of the intervention or experience were difficult or 
needed further development. From this came a few “recommendations”. While adolescents reported 
that the length of the intervention suited them, parents all agreed that they would like to see the 
intervention run for longer than 15 sessions. Having fortnightly sessions that ran over more than 
one year was seen as beneficial for a two main reasons. It would give the adolescent more time to 
process new information between sessions and would allow for their child to explore more problem 
situations over the duration of the intervention. Parents also all agreed that the intervention was best 
held “not at school”. Having a fresh environment without previous expectations or judgement was 
seen as crucial to the forming of connections with others in the group, openness in sharing ideas, 
and a chance for the adolescent to feel that the intervention was not work. 
The final subtheme was similar to that of the targeted approach of the intervention, but it went 
further to describe the experience having layers in the intervention, which allowed for an 
“individual approach” within the group intervention. Having the Feelings Strength Bar with 
different ways of describing the same emotion allowed for the adolescent to use the words, number, 
facial expression or colour that best suited their communication style. This allowed for a shared 
language between adolescent, their parents and teachers. It also recognised that not all the strategies 
or lessons in the intervention will be matched to their child’s level of development. But that did not 
take away from the benefits that their child would experience in the intervention. Indeed, some of 
the worksheets that some adolescents reported as being most helpful, were seen by others as being 
too hard. 
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3.2 Evaluating the Intervention – A Quantitative Analysis 
Quantitative analysis of evaluation measures show that participants’ overall rating of core 
content and processes of the intervention indicated a positive feedback across all areas. As seen in 
Table 8, there was positive feedback from every adolescents and parent regarding the overall 
helpfulness of the intervention. Of the content in the intervention adolescents the majority reported 
positive feedback (range from 82% to 97%), the most positive being for the content of Module 2 
(comprised of problem solving, perspective taking and body language). While one participant was 
more unsure about completing the workbook, others rated it positively.  
Process elements of the intervention were rated positively by the majority of the adolescent 
participants (86%). The positive behaviour strategy of having a rewards system received unanimous 
positive feedback from the adolescents. Parents were also positive about the process elements of the 
intervention, with only one parent indicating that only one element, takeaway task, was not a 
positive experience for their family. 
Table 8. 
Positive Feedback on the Evaluation of Elements of the Content and Processes  
Measure Description 
Adolescent (%)  
n = 4 
Parent (%)  
n = 3 
Content Module 1 86 - 
 Module 2 97 - 
 Module 3 93 - 
 Workbooks 82 100 
Process Structure / Predictability 91 100 
 Group Dynamic 94 100 
 Videos / role play 93 100 
 Timing 87 100 
 Takeaway Task 92 67 
 Generalisation 86 100 
 Facilitator 96 100 
 Communication 89 100 
 Rewards 100 100 
Overall Helpful 100 100 
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3.3 Feasibility of WFP-Adolescent Adaptation  
Feasibility of the Westmead Feelings Program – Adolescent Adaptation was based on the 
quantitative measures of engagement in the intervention, such as attendance rate and retention rates, 
as well as reports from adolescents and parents regarding the ease of attending the intervention. On 
the feasibility measures a positive response was determined to be based on a score of 3 on the 
adolescent 3-point Likert scale and 4 or above on the parent 5-point Likert scale. A benchmark was 
set in order to determine which elements of the intervention were to be deemed feasible. The agreed 
benchmark was that 80% of the participants needed to provide a positive rating. Finally, feasibility, 
as defined as the suitability of the intervention for autistic adolescents with mild ID, was explored 
through a youth workbook analysis. This analysis provided feasibility data and insight into whether 
the participants were both willing and able to complete the worksheets and takeaway tasks. 
Consistent with the thematic analysis, all adolescent participants rated the intervention 
enjoyable and important for young people. However, as seen in Table 9, location and time of day 
was rated lower than the benchmark by adolescents (75% & 60% respectively) and parents (33%). 
One parent rated the location as positive, they also lived the closest. Two parents commented that 
they preferred coming to the hospital than the government facility as parking was easier and the 
roads around the hospital were less congested. They also indicated that the intervention would be 
easy to attend if it was closer to their home and did not conflict with school activities. Participant 5 
reported really enjoying the intervention, but had to drop out after session ten due to a change in 
their parent’s work situation. As the family had other commitments, and a return trip by car took 
approximately three hours, it was no longer feasible for Participant 5 to continue to attend. 
Overall, parents and carers rated the intervention as very easy to understand and very easy 
to somewhat easy to incorporate into everyday life. All parents and carers indicated that they would 
continue to use the skills they had learnt in the WFP – Adolescent Adaptation and highly 
recommended it to other families. As one parent feedback, “I thought it was excellent and very 
much targeted and appropriate for my child's stage of development”.  
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Table 9. 
Feedback on the Feasibility of the Westmead Feelings Program – Adolescent Adaptation 
Measure Description 
Adolescent (%)  
n = 4 
Parent (%)  
n = 3 
Engagement Attendance 94 - 
 Workbook 100 - 
 Takeaway tasks 70 - 
Logistics Location 75 33 
 Time of day 60 33 
Overall Important topic 100 - 
 Enjoyed attending 100 100 
 Being part of a group 100 100 
Note: Percentages indicate the proportion of participant feedback that describe a positive experience. 
 
Attendance rates were high (94%), with two participants attending all of the sessions. One 
participant reported ongoing difficulties in their living situation, problems with support workers and 
reduced attendance at school. She was also responsible for independently traveling to the WFP 
sessions. Despite these challenges it was still feasible for the participant to arrive at the venue for 
every session of the intervention. During session two and three of Module 1, the participant was 
unable to attend for the entire session, however she arrived early the following week to catch up on 
missed content. On arrival at the booster session she displayed an increase in behaviours related to 
mental health difficulties. However, she had overcome these significant stressors in order to attend 
the booster session. Despite this her initial hesitation in joining the group, and discomfort in talking 
about her feelings, she enjoyed coming to group and took great pride in being what she described as 
being a “mentor” to the younger members of the group.  
All participants engaged well in the sessions, watching the video clips, being active 
participants in role plays, sharing ideas and joining in group discussions. Although overall 
adolescent rating of satisfaction with the takeaway task was high (92%), completion of takeaway 
tasks was inconsistent (70%). All participants made attempts at writing in their youth workbooks 
and completing worksheets. Initially the information added to the youth workbooks was simple, 
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ranging from one-word answers, to describing simple situations. As time went on, the worksheets 
became more complex, requiring participants to write about the situation, their feeling, thought and 
the thoughts and feelings of others. As seen in Figure 2, the responses in the youth workbook and 
takeaway task also became more complex. Socially based situations were self-generated by most 
participants most of the time and often included a description of the people involved, what they 
were doing, where they were, and what the problem was. Over time participants demonstrated that 
they were able to understand and incorporate different feelings, different intensity of feelings and 
their thoughts related to the situation into their worksheets. Many were also able to provide 
alternative view points and feelings that might be experienced by other people in the same situation. 
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Figure 2. Sample Problem Solving Worksheet completed by autistic adolescent with 
mild ID in Module 3 of the WFP - Adolescent Adaptation   
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3.4 Exploring Social-Emotional Development, Behaviour and Mental Health  
Results from the parents and carer reports of emotions competence skills (EDQ) of the 
adolescent participant are reported together. Social skills (SSiS), emotional and behavioural 
problems (DBC) and mental health (CBCL-Int and CBCL-Ext) of the four participants are reported 
on a case by case basis and compared to descriptive data from the parent questionnaires. 
3.4.1 Tracking emotions competence skills. Figure 3 summarises the results of the parents 
and carer report of the participants emotions competence skills over the study period, as measured 
by the EDQ. The Figure shows that for all participants, between baseline and post-treatment there 









Figure 3. EDQ parent report of their autistic adolescents’ emotions competence skills at 
baseline, post-treatment and 6-month follow-up. An increase in score on the EDQ indicates 
an increase in skills; EDQ = Emotion Development Questionnaire. 
 
This result is consistent with parent and carer feedback, that all of the participants showed 
an improvement in areas of emotional development, including resolving conflict with others. 
However, results between post-treatment and follow-up varied. Participant 1’s emotions 
competence skills continued to increase between post-treatment and follow-up. Participant 2 and 3 
showed a slight decrease, however at follow up their emotions competence skills were still greater 
than their baseline result. Participant 4 had the highest reported emotions competence skills at 
baseline and post-treatment, however at follow-up this had dropped below their baseline measure. 
Participant 
EXPERIENCE OF WFP-ADOLESCENT ADAPTATION 60 
   
3.4.2 Tracking social skills, emotional and behavioural problems and mental health. 
Given the small sample size, results from the parent reports of the SSiS, DBC and CBCL should be 
interpreted with caution. They are most clearly presented visually, case by case, using descriptive 
measures, including clinical cut offs, which provides additional information about the clinical 
significance of any changes and assists in the reporting of trends.  
Participant 1. Based on the parent evaluation questionnaire, Participant 1 was reported to 
have had some improvement in their social skills. As seen on Figure 4 based on the SSiS, 
Participant 1 had below average social skills across the three timepoints. At both baseline and post-
treatment, on the DBC, Participant 1 displayed clinically significant levels of emotional and 
problem behaviours, and clinically significant mental health concerns in the area of internalising 
behaviours on the CBCL-Int. However, at 6-month follow up on the DBC, Participant 1 had made a 














Figure 4. Parent report of Participant 1 social skill deficit, emotional and behavioural problems and 
mental health concerns at baseline, post-treatment and follow-up; SSiS and DBC are reported in 
percentiles, CBCL are reported in T-scores. Scores at or above clinical cut-off indicate clinically 
significant scores (> 2 SD). Borderline clinical range lays between the clinical cut-off and borderline 
range (>1 SD); SSiS = Social Skills Improvement System; DBC = Developmental Behaviour 
Checklist; CBCL = Childhood Behaviour Checklist; Int = Internalised behaviour; Ext = Externalised 
behaviour.  
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Participant 2. At both baseline and after the treatment period, Participant 2 was reported by 
his parent to have significant difficulties in social skills (SSiS) and emotional and problematic 
behaviours on the DBC. However, as illustrated in Figure 5, at 6-month follow up Participant 2 
showed a clinically significant improvement on the SSiS, falling into the below average range and 
DBC fell from the 88th percentile to the 62nd percentile. At baseline Participant 2’s mental health 
was concerning, as it was in the clinically significant range for interalising behaviours (CBCL-Int). 
At the end of the treatment period CBCL-Int fell into to the borderline clinical range. Further 
clinically significant improvements were found at 6-month follow up with both DBC and all CBCL 












Figure 5. Parent report of Participant 2 social skill deficit, emotional and behavioural problems and 
mental health concerns at baseline, post-treatment and follow-up; SSiS and DBC are reported in 
percentiles, CBCL are reported in T-scores. Scores at or above clinical cut-off indicate clinically 
significant scores (> 2 SD). Borderline clinical range lays between the clinical cut-off and borderline 
range (>1 SD); SSiS = Social Skills Improvement System; DBC = Developmental Behaviour Checklist; 
CBCL = Childhood Behaviour Checklist; Int = Internalised behaviour; Ext = Externalised behaviour.  
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Participant 3. Consistent with parent report ABAS-3 results, as illustrated on Figure 6, at 
baseline Participant 3 had significant social skills deficits at baseline and post-treatment (SSiS = 3rd 
and 1st percentile respectively). At baseline Participant 3 had significant emotional and problematic 
behaviours (DBC = 92nd percentile), and mental health problems with internalising behaviours in 
the clinical range (CBCL-Int = 79) and externalising behaviours in the borderline range (CBCL-Ext 
= 66). As visually represented in Figure 6, while both CBCL measures showed a clinically 
significant improvement post treatment there was no reported change on the DBC.  
Due to family circumstances at follow-up some of the questionnaires for Participant 3 were 
completed by the parent at 6-month follow up (SSiS and DBC) while others were completed at 12-
month follow up (CBCL and EDQ). Despite this variation, the results show a similar pattern 
between post-treatment and follow-up. DBC increased to the 98th percentile and CBCL increased 
again to the clinical range on CBCL-Int and borderline range in CBCL-Ext. Social skills deficit 
remained in the well below average range. During this time, on the parent questionnaire her mother 
reported some improvement on social skills and mood, but the Participant still struggled with her 
disability and expressive language difficulties. It was reported that this interfered with her social 
interactions with peers. 
Participant 4. Consistent with reports from carers and support staff, as seen in Figure 7, 
at baseline Participant 4 presented with below average social skills (SSiS = 4th percentile) and just 
above the clinical cut off for emotional and problematic behaviours (DBC = 60th percentile), 
however they had no significant mental health concerns (all CBCL measures in the normal range). 
Between baseline and post-treatment Participant 4 was only attending partial hours at school due to 
emotional difficulties and problematic behaviours. Participant 4 reported to the facilitator increasing 
difficulties in the group home, including not feeling adequately supported or understood by support 
staff. Steps were taken by the facilitator to connect Participant 4 with their external support services 
for a clinical review. The participant continued to attend and engage in the WFP session, however 
mental health difficulties continued to impact the Participant’s ability to focus.   
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Figure 6. Parent report of Participant 3 social skill deficit, emotional and behavioural problems and 
mental health concerns at baseline, post-treatment and follow-up. SSiS and DBC are reported in 
percentiles, CBCL are reported in T-scores. Scores at or above clinical cut-off indicate clinically 
significant scores (> 2 SD). Borderline clinical range lays between the clinical cut-off and borderline 
range (>1 SD); SSiS and DBC were completed at 6 months follow-up, CBCL was completed at 12 
months follow up. SSiS = Social Skills Improvement System; DBC = Developmental Behaviour 















Figure 7. Carer report of Participant 4 social skills deficit, emotional and behavioural problems and 
mental health concerns at baseline, post-treatment and follow-up; SSiS and DBC are reported in 
percentiles, CBCL are reported in T-scores. Scores at or above clinical cut-off indicate clinically 
significant scores (> 2 SD). Borderline clinical range lays between the clinical cut-off and borderline 
range (>1 SD); SSiS = Social Skills Improvement System; DBC = Developmental Behaviour 
Checklist; CBCL = Childhood Behaviour Checklist; Int = Internalised behaviour; Ext = Externalised 
behaviour. 
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These difficulties are reflected in the post-treatment measures, with a slight increase in 
DBC and CBCL -Ext increasing significantly into the borderline range. However, despite the 
deterioration in behaviour and mental health, SSiS showed a clinically significant improvement to 
the average range. During the 6-month follow-up period, external factors in the participant’s quality 
of life continued to deteriorate. Quantitative measures reflect this decline as seen in Figure 7, DBC 
increased to the 84th percentile, CBCL-Int increased significantly into the clinical range and CBCL-
Ext remained in the borderline range, although social skills remained in the average range. 
4. Discussion 
This preliminary explorative study utilised a mixed-methodology approach to explore the 
self-reported experience of four autistic adolescents with mild ID and their parents in participating 
in a clinical pilot of a novel co-designed intervention, WFP-Adolescent Adaptation. As expected, 
results from the thematic analysis supported the first hypothesis providing lived experience insights 
from the perspective of the adolescent and their parents. Challenges of conducting an emotions 
competence intervention emerged from the analysis, however other subthemes explored the many 
primary and secondary benefits experienced by participants and their families. Addressing the 
second aim, this study examined the feasibility of the intervention, and found it to be feasible from 
the perspective of the adolescent and their parent. Results supported the second hypothesis, finding 
that adolescents and their parents reported their experience of WFP-Adolescent Adaptation to be 
positive and engaging. Finally, while all participants demonstrated small gains in the emotions 
competence skills, comparing baseline and post-treatment, this finding did not consistently extend 
to measures of parent and carer reported social skills and mental health for all participants. 
Therefore, the third hypothesis was partially supported. 
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4.1 Self-Reported Experience of Participating in the WFP – Adolescent Adaptation 
4.1.1 Participant Experience. Findings from this study support the argument that autistic 
adolescents with mild ID can and should be included as a valuable voice in inclusive research 
(AutismCRC, 2016; Kupferstein, 2018). Previous studies of WFP1 (Ratcliffe et al., 2014; Ratcliffe 
et al., 2015; Ratcliffe et al., 2019) have found the intervention to be effective for younger 
populations, however their findings were largely based on proxy-reports and quantitative outcomes. 
Unlike the previous studies, this study adopted an inclusive research design (AutismCRC, 2016), 
and aimed to explore the adolescents’ experience of the WFP – Adolescent Adaptation. Feedback 
from the adolescent participants provided valuable insights. One adolescent participant wrote of the 
importance of a social emotional intervention for their peers, “it helps them with life basically, 
helps you with friends, family. Helps with other relationships and makes bonds. Helps with 
strategies and your life.” Other feedback identified elements of the intervention that were most 
helpful and fun, including having discussions with peers, watching and role-playing real-life 
scenarios, and being able to develop their own identity. This study clearly demonstrates that given 
the opportunity, adolescent participants were able to voice their perspectives on numerous topics, 
including their experience of social-emotional difficulties, the need for emotions competence 
training and examples of their experience of participating in the WFP – Adolescent Adaptation. 
It is interesting that the adolescent’s most enjoyed aspects of the intervention were those that 
were more social in nature. This contrasts with some theories of autism that minimise the role of 
social motivation in autism (Clements et al., 2018). These results demonstrate that the participants 
were very motivated by the social elements of the intervention, including the connections made 
with other participants and characters in the videos. These findings suggest that some autistic 
adolescents with mild ID are socially interested and motivated. Previous research based on autistic 
adolescents without ID have similarly also found some adolescents to be socially motivated and 
interested (Beaumont, 2010; Bruck et al., 2013; Laugeson & Frankel, 2010). This finding is 
therefore consistent with other research that suggests that social motivation is evident in autistic 
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adolescents both with and without ID. Their social needs and interests should be supported, not 
discounted, so they can learn the pre-requisite skills required to be socially successful. 
As predicted, the study found all participants enjoyed the intervention, as one adolescent 
participant shared, “this is the best thing ever!” The group element of the intervention stood out as 
providing a much needed sense of belonging. This is consistent with previous research that supports 
the implementation of autism specific social groups (Bruck et al., 2013). This is a significant 
finding in support of WFP – Adolescent Adaptation being run as a group intervention, as a positive 
experience can be equally important as any clinical goals of the intervention (Bate & Robert, 2006).  
Parents also found the experience to be positive, praising the intervention for its timing and 
ability to create a space in which their children “were getting provided with something really 
essential”, in a structured and autism specific learning environment. Ensuring that the teaching 
strategies and processes match the learning needs of the participants has previously been 
highlighted as important in creating a successful learning environment and providing a basis from 
which skills can be taught (Johnson et al., 2009). As expected, parents and adolescents reported that 
the evidence-based teaching strategies described by Ratcliffe et al., (2017) which were incorporated 
into this adapted intervention, were well matched to the learning needs of the adolescent 
participants. As seen in the thematic analysis, the scenarios, visual supports and use of video 
modelling in the intervention were relatable and increase engagement and interest in the 
intervention. This supports the continued use of such strategies in future implementations of WFP – 
Adolescent Adaptation. 
4.1.2 Emotions competence. Consistent with the findings from Bernier et al. (2006) and de 
Vries and Geurts’s (2015), initial emotions competence in this population was poor, with many 
examples of emotional dysregulation (for example “hulk”, “meltdowns”) and difficulties in social 
interactions (at home, school and with peers). Consistent with reports from previous studies (Bruck 
et al., 2013; Gardner et al, 2019), participants could identify that they felt intense unpleasant 
feelings such as sadness, worried and angry. However, the language used to describe their feelings 
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was poor, inconsistent and only ever reported extremes of emotion. They were unable to identify 
how their body felt when starting to feel different emotions, they were unable to use strategies to 
regulate their emotional responses, and they found it difficult to interpret how others might be 
feeling in different situations. It was evident that they lacked self-awareness in understanding their 
emotions and how to regulate them. Based on the theory of emotion competence (Goleman, 2001) 
this means the adolescent participants were lacking in even the basic, fundamental emotions 
competence skills. It could be argued that the current results fill a gap in a level of knowledge about 
social-emotional difficulties experienced by autistic adolescents with mild ID (Boily et al., 2017). 
WFP – Adolescent Adaptation was drawn from a social-emotional developmental 
framework (Zeidner et al., 2009) and aimed to explicitly teach key emotions competence skills to 
autistic adolescents with mild ID. Findings from the study indicated that as a result of attending the 
WFP – Adolescent Adaptation, all participants increased their emotions competence skills, 
providing initial support towards the effectiveness of the WFP – Adolescent Adaptation. However, 
the generalisation of skills was inconsistent. While results from the EDQ suggest that gains in 
emotions competence skills were generalised across time, detailed information was not collected 
regarding generalisation specific skills across time and context. For example, one participant gained 
the knowledge that body language was a form of non-verbal communication. She acquired the skill 
of expressing her emotions using non-verbal body language. Yet despite practicing in sessions, in 
social situations she still struggled to generalise this skill to effectively communicate her thoughts 
and emotions using her body language. This highlights the important differentiation between 
knowledge, skill acquisition, and generalisation of new skills across time and context leading to 
competence. Future studies would benefit from further exploring each of the areas of skill 
development to better understand what works, and what areas might need additional support or 
additional teaching strategies in order to promote generalisation of new skills.  
Based on the theory of emotion competence, one of the more complex skills is the social-
emotional skill of perspective taking (Goleman, 2001). Although perspective taking requires a 
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greater level of cognitive ability, this emotions competence skill was also found to be successfully 
learnt and generalised in this study. It is possible that having an intervention which focused on 
exploring the perspectives of others using “engineered, realistic interactions” provided an 
opportunity for the adolescents to understand that other people have thoughts and feeling that are 
different to their own, and that is okay. Social skills programs, such as PEERS® (Laugeson & 
Frankel, 2010), focus on explicit teaching social rules and appropriate social behaviours. WFP – 
Adolescent Adaptation is different in that it helps participants to understand perspective taking and 
normalises differences in thinking. Adolescent participants in this study often brought to the 
sessions social-based examples of situations that caused unpleasant feelings. It therefore seems 
plausible that they had questions about the behaviour of others that they wanted to understand. They 
may need to understand how others might perceive their behaviour in different social contexts and 
not merely to learn how to respond in a socially acceptable manner. This concept is further 
supported by the adolescent’s feedback on why the intervention is important, because “they can 
understand what people thoughts are”. As suggested by Ozonoff and Miller (1995), providing an 
intervention that scaffolds learning to explicitly teach perspective taking may be key to developing 
social skills and improving socially appropriate behaviour. 
4.1.3 Social-emotional needs. In agreeance with current research on the need to focus on 
social-emotional skill building (Saggers et al., 2018) the participants in this study believed it was 
“important for kids to learn about feelings so they can know more and not feel worried”. Comments 
such as this are central to the question of where to target social-emotional interventions. It raises the 
important question of what pre-requisite skills can be assumed when teaching social-emotional 
skills to this adolescent population? Based on these findings, it would be beneficial for interventions 
targeted at autistic adolescents with mild ID to start with explicitly teaching basic emotions 
competence skills before progressing to more complex social-emotional skills. 
In this small pilot study, participants unanimously agreed there was a need for evidence-
based targeted social-emotional intervention to be available at this often-difficult developmental 
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milestone, adolescence. The time of adolescence presents numerous challenges, with changes in 
social dynamics, academic expectations, increased independence from parents and hormonal and 
physical changes (Humphrey et al., 2007; Spence, 2003). In this study, parents reported that during 
adolescence there was an increased need for an intervention which would help their child with 
social-emotional skills. As supported by previous studies (Saggers et al., 2018), parents saw an 
increase in challenging behaviours (internalising and externalising) during adolescence, which had 
subsequent negative impact at home and school. Additionally, parents reported a lack of parenting-
skill in knowing how to support their child’s emotional difficulties. This was further combined with 
a pressure to be responsible for teaching emotions competence skills, without the knowledge, 
support or skills to do so. As other interventions report parent components as beneficial (Chalfant et 
al., 2007; Laugeson & Frankel, 2010; Ratcliffe et al, 2017; M. Wong et al., 2018) it would be 
expected that having more training for parents could also address this need. 
As well as a skills gap, parents reported a different kind of gap between their autistic 
children and typically developing peers. They felt that their autistic children were treated as “other”. 
They felt their children needed an intervention that allowed them to be “equals”, and this was not 
perceived by the parents as being achievable in a group with typically developing peers. Drawing 
from the reported experience of the participants in this study, it would appear that simply being a 
participant in this intervention, alongside other autistic adolescents with mild ID, achieved a sense 
of belonging. Bruck et al. (2013) previously highlighted the need expressed by autistic adolescents 
to be a part of a group that makes them feel that they belong. This study adds to that understanding 
by suggesting that an autism specific group can be beneficial as it can help to reduce the feeling of 
being “different”. 
4.1.4 Challenges. Consistent with literature on the learning profiles of people with ID 
(Hronis et al., 2017) some participants were slower to pick up concepts, and others were still 
dependant on their parents/cares to provide prompts to guide them. Based on previous research 
(Hronis et al., 2017) it is feasible that having regular opportunities to practise new skills provided 
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the encouragement and feedback that helped promote skill acquisition, but more time was needed to 
consolidate the learning. The need for participants to have more time to acquire new skills is also 
supported by literature regarding the cognitive learning needs in autism (Pratt et al., 2017). 
Following Hronis et al.’s (2017) guidelines for supporting people with ID, it is expected that 
increasing the time to process new information, extending the teaching period, and providing 
additional booster sessions may strengthen learning opportunities in the intervention. This idea is 
supported by comments from the parents in the study who indicated that all the participants would 
have benefited from a longer intervention. As there is more content in the adolescent adaptation of 
WFP1 (Ratcliffe et al., 2017), it is reasonable to assume that more time is required to deliver the 
intervention in order to overcome this challenge. 
Another potential challenge of the intervention was inconsistency with the completion of 
takeaway tasks. While completion of takeaway tasks or homework is seen as a measure of 
compliance, other studies do not measure or report this element (Chalfant et al., 2007; Ratcliffe et 
al., 2014). Although this study did report on and analyse takeaway tasks, there was no data collected 
to explore the reasons for the inconsistency. It is possible that the incompletion of takeaway tasks is 
an indication of a lack of compliance, and that learning is not being reinforced at home or school. 
At the end of the intervention some parents reported that they still found it difficult to provide 
emotions coaching to their child. They believed they would benefit from additional guidance to 
better support their child. Additional parent training and support, as provided in WFP1 and WFP2 
(Ratcliffe et al., 2017; M. Wong et al., 2018) could assist in developing this element of the 
intervention, and may improve takeaway task completion. 
4.1.5 Benefits. Finding from the study reported on the expected primary benefits of 
attending WFP- Adolescent Adaptation, but also provided some unexpected secondary benefits. 
Primary benefits were related to the primary aim of the intervention, for example one participant 
successfully learnt to use a tool from the Feelings Control Kit to self-regulate during school. As 
anticipated, he is now reported to be more successful in managing difficult situations at school and 
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home. However, a secondary benefit of building emotions competence is that the participant is now 
reported to be making new friends, and as a result of attending the intervention, his mood and 
behaviour have significantly improved. It the words of their parent, “this program saved his sanity”. 
Other secondary benefits included the indirect development of emotions competence and empathy 
of family members. Parents reported this as being meaningful to their family as it reduced conflict 
in the home and provided their other children with helpful problem solving and emotion regulation 
strategies. This area of meaningful change is rarely explored in intervention studies, however results 
from this study support extending outcome measures to include benefits to parents and siblings. 
As expected, the strategies and processes used in the intervention were reported to be 
appropriate to the population and beneficial in learning (as discussed earlier; see 1.9). Unlike 
previous interventions which have reduced the cognitive component of their interventions 
(Moskowitz et al, 2017), this study found that when metacognition was explicitly taught and 
practiced with the adolescent participants, they were able to understand the concept, and incorporate 
it into their understanding of the link between situation, thought and emotion. A secondary benefit 
of this intervention is that it was able to successfully teach autistic adolescents with mild ID how to 
thing about thinking. Chalfant et al. (2009) in their study of autistic children without ID similarly 
found that participants demonstrated a greater capacity for metacognition than previously described 
in the literature. Consistent with Chalfant et al.’s (2009) findings, this study supports the increased 
use of cognitive components in interventions with autistic adolescents with mild ID, but 
additionally advocates that metacognition skills first need to be explicitly taught. 
4.2 Feasibility 
The positive feedback from adolescents and parents regarding almost all elements of the 
WFP – Adolescent Adaptation suggest that like WFP1 and WFP2 (Ratcliffe et al, 2017; M. Wong 
et al., 2018), this intervention is feasible and suitable for its target population. Parents also reported 
the intervention to be important and feasible for families. Only location and timing of the sessions 
did not meet the benchmark for feasibility. Attendance rates were good (94%), despite the 
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intervention adding an additional burden on families. In order to reduce the burden, future studies 
would need to ensure that participants were drawn from a smaller geographical area. Asking 
adolescents and their families about the best time of day to run an intervention would also be 
informative in the planning of future studies. Overall the results from this study indicates the 
intervention is feasible and engaging and therefore warrants further investigation. 
4.3 Gains in Emotions Competence Skills 
Results from the thematic analysis show small developments in emotions competence skills 
resulted in meaningful differences to the families. As expected, as measured by the EDQ (M. Wong 
et al, 2009) all participants showed an increase in emotions competence between baseline and post-
treatment. As this is only a preliminary study with a small sample size, it is unknown if this increase 
was statistically significant, but results do suggest that as a quantitative measure of emotions 
competence, the EDQ was sensitive even to small changes in parent proxy report. Significant 
improvements on the EDQ have previously been found in larger studies of WFP with samples of 
autistic primary school children with and without ID (Ratcliffe et al., 2014; Ratcliffe et al., 2019). 
Therefore, a larger study of WFP – Adolescent Adaptation would be likely to provide clarity on the 
effectiveness of this adapted intervention. 
4.4 Changes in Social Skills, Emotional and Problematic Behaviour and Mental Health  
This study suggests that for some participants there may be a potential secondary benefit of 
the intervention in supporting social skills and mental wellbeing. However, like WFP1 and WF2 
(Ratcliffe et al., 2017; M. Wong et al., 2018), WFP – Adolescent Adaptation is designed primarily 
to be an emotions competence intervention. Unlike mental health treatment intervention (Chalfant 
et al., 2007; De Bruin et al., 2015; Hronis et al., 2019; Pahnke et al., 2014; Scarpa & Reyes, 2011; 
Sofronoff et al., 2005; Sze & Wood, 2007) it is not designed to be treatment program for an already 
entrenched mental health problem. While this study supports previous research into the association 
between emotions competence skills and mental health (Ratcliffe et al., 2019), it also shows that the 
benefits of the intervention may be more limited when supporting more complex cases, such as 
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when there is a significant background of childhood traumatic experiences or decrease in quality of 
life factors. For example, while the intervention may have had a buffering effect and acted as a 
protective factor for Participant 4, pre-existing underlying mental health issues remained 
problematic. When quality of life factors deteriorated, despite the gains made in the intervention, 
her mental health again deteriorated.  
This study is a reminder that the reported effectiveness of an intervention can be impacted 
by external “life” factors which cannot be controlled for or accounted for in a purely quantitative 
study. As recommended by the NSW Ministry for Health (2014), capturing the story and 
experiences of the participants allows for researchers to more deeply explore and understand the 
challenges, solutions and limitations of an intervention (Meghani, Byun & Chittams, 2014). 
4.4 Strengths of the Study 
Embracing inclusive research practices (AutismCRC, 2016), a strength of this study is that it 
contributes to the emerging literature by employing a qualitative approach to capture the voice and 
experience of the autistic adolescent with mild ID and their parents. This helped to build a story 
which maintained a focus on those elements that were most meaningful to the participants. While 
qualitative findings triangulate with quantitative outcome measures, it was clear that reporting on 
quantitative measures alone would have missed important information regarding the efficacy of this 
intervention. 
In keeping with intervention research methods (Fraser & Galinsky, 2010), this study is led 
by qualitative design. Focus groups were conducted by facilitators with years of clinical experience. 
This supports the credibility of the study (Creswell & Guetterman, 2019) as the facilitator was 
skilled in eliciting thoughts and emotions from participants. Focus groups used novel approaches 
including picture eliciting techniques. This helped to support the participants in their recall of the 
intervention. Findings from the adolescent and parent focus group were complimentary of each 
other, providing often similar, yet sometimes different viewpoints. This supports the confirmability 
of the study in that it provides triangulation of data, but also demonstrates that the voice of the 
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adolescent provides a unique perspective that could otherwise be overshadowed by the parent 
perspective (Liamputtong, 2017). The gains described in focus group were also evident in the youth 
workbook analysis. Qualitative methods used in this study could assist the research community in 
overcoming some of the barriers in conducting qualitative research with similar populations. 
Until recently, another barrier in emotions competence research for autistic adolescents with 
mild ID was that there was no manualised intervention to implement. The WFP – Adolescent 
Adaptation (Gardner et al., 2018) is the only manualised intervention that could be found which is 
designed specifically for this population which explicitly aims to teach emotions competence 
development. It was developed using co-design principles and was based on an establish evidence 
based intervention (Ratcliffe et al., 2014; Ratcliffe et al., 2015; Ratcliffe et al., 2019). Being able to 
implement a manualised intervention is important as, if results from a preliminary study are 
favourable, it lends itself to be replicated in larger studies. Indeed, based on these preliminary 
results, another implementation study is already underway.  
The study design also included several strengths. The eligibility of the adolescent 
participants utilised gold standard assessment measures (Kanne et al., 2008; Wechsler, 2014), 
including the ADOS-2 (Lord et al., 2012) and WISC-V (Wechsler, 2014) to confirm the participants 
previous diagnosis. This supports the validity of the participants’ diagnostic status. The intervention 
was implemented by an experienced and skilled psychologist, familiar working with autistic 
adolescents with and without ID. As participants are considered vulnerable, due to both their age 
and disability, having a skilled facilitator ensures the intervention is conducted ethically and 
professionally. It also means that the facilitator is already familiar and confident with utlising 
evidence-based practice in working with this population. Implementing a mixed methods study 
allowed for a rich exploration of participant experience, but also the collection of preliminary 
quantitative feasibility and outcome data. Quantitative data was collected at three timepoints, 
including at 6-month follow up, which provided insights into skills and behaviours at baseline, any 
evidence of change at the end of the intervention, and whether any improvements were maintained 
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and therefore suggesting new skills were generalised overtime. Both qualitative and quantitative 
approaches assisted in better understanding the results of the study and can inform future studies.  
4.5 Limitations of the Study 
While there were strengths to this study, both in the use of qualitative methodologies and the 
study design, there were also limitations in both aspects of the study. The small sample size in this 
preliminary pilot study may not allow for generalisation of the results to other populations. 
Although in qualitative research the aim is not statistical significance, but to provide an initial 
exploration of the phenomenon from which other research can be built or drawn from 
(Liamputtong, 2017), future studies aiming to explore the acceptability and effectiveness of the 
study would require a larger sample size and a randomised control trial. It is also noted that while 
many autistic people are capable of fluent verbal communication, there are also those with limited 
verbal expressive communication skills (APA, 2013). Therefore, another limitation of the 
generalisability of this study is that all participants were assessed by a research reliable assistant as 
having good verbal communication skills (fluent speakers on the ADOS-2; Lord et al., 2012). As 
WFP1 is designed for autistic children with a range of verbal abilities, from minimal verbal 
communication to fluent speakers (Ratcliffe et al., 2014), it would be important to include 
participants with a larger range of verbal abilities in future studies. 
Independence was also unable to be achieved, as the lead researcher is also first author of 
the WFP-Adolescent Adaptation, and the facilitator of the adolescent and parent sessions. To limit 
potential bias, the evaluation focus groups were conducted by an experienced Clinical Psychologist. 
However, given the unique needs of an autism population, including the importance of routine, 
predictability and familiarity, it was deemed more helpful to hold the adolescent focus group with 
the lead researcher as co-facilitator. The facilitator of the focus groups was not blind to the purpose 
of the study, and is also a co-author of WFP1, WFP2 and WFP – Adolescent Adaptation. They are 
therefore not independent. However, they had only met the adolescent group once in a previous 
study and was unfamiliar to the parents. Given budget and time constraints this was an unavoidable 
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limit to the study. To address the potential bias, future studies would benefit from having 
independent clinicians to implement the intervention and clinical research assistants blind to the 
aims of the study to facilitate focus groups and collecting data. Having other clinicians facilitate the 
intervention may also address a potential variable in this study, namely was the experience of the 
intervention positive and engaging due to the content and teaching strategies, or did the extensive 
experience of the facilitator in this study impact on the findings? 
Given the intellectual disability of this population and the suggestion that, in autism, 
emotions competence remains stable without intervention (Berkovits et al., 2017), it was assumed 
that this group of adolescents would have an immature social-emotional development profile. 
Currently there are no self-report measures of emotions competence designed for autistic 
adolescents with ID in which to test this assumption. This assumption was supported by background 
information provided by parents, who expressed that their child had limited social-emotional skills 
before the intervention started, and by parent report on the EDQ (M. Wong et al, 2009). As proxy 
measures, such as the EDQ, rely on the subjective reporting of parents, and no self-report measures 
currently exist, future studies may benefit from also using a more observable measure of emotions 
competence. Since the clinical trial finished, additional measures of emotional dysregulation have 
been developed specifically for autistic children and young people aged 4 to 20 years both with and 
without an ID (Mazefsky et al., 2018) which may add to the understanding of the specific emotional 
needs and demonstrate the transfer of knowledge into practice. 
4.6 Clinical Implications 
The results of this study support previous findings that the experience of a group 
interventions can be an enjoyable and feasible option for autistic adolescents (Bruck et al., 2013). 
The social difficulties often experienced by autistic adolescents often lead clinicians to believe that 
autistic adolescents benefit more from and prefer interventions to be delivered individually (Mackay 
et al., 2017). This study challenges that assumption. Belonging to a likeminded group that was 
external to family or school stood out as being a particularly important sub-theme for both 
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adolescents and parents. As one adolescent participant wrote “we are like a family”. Therefore, 
when considering the implementation of a clinical intervention for this population, it may be both 
feasible and beneficial to conduct the intervention in a group setting.  
Previous clinical and treatment programs have minimised the inclusion of metacognition 
tasks with cognitively impaired individuals, including those with autism and/or ID (Moskowitz et 
al, 2017). This potentially limits the effectiveness of many mental health treatment interventions as 
the cognitive component has been described as being central to the treatment (Van Steensel & 
Bögels, 2015). However, in this study, although all the adolescent participants met criteria for a 
mild ID (IQ range 64 – 70), with explicit teaching, use of visual support, concrete language and 
repeated practice, all the participants were able to demonstrate their ability to think about their 
thoughts (metacognition). This has important implications for clinical interventions. Rather than 
minimising or excluding cognitive components, clinicians should first aim to explicitly teach those 
with autism and/or ID how to understand what thoughts are, give them strategies to access their 
thoughts and provide opportunities to practise metacognition tasks. 
The benefits of conducting an emotions competence intervention with autistic adolescents 
with mild ID was also supported in this study. This study adds to the current literature in that it 
helps researchers and clinicians to better understand the importance of developing basic emotions 
competence skills before focusing on more complex social-emotional skills. From a conceptual 
perspective it provides initial support for delivery of the manualised WFP – Adolescent Adaptation 
as it is based on the social-emotional development framework (Zeidner et al., 2009). From a 
practical perspective, this preliminary study demonstrated that autistic adolescents with mild ID can 
and should be taught emotions competence skills, including recognising and labelling emotions, and 
emotional regulation. With the additional development of metacognition, the complex emotions 
competence skills, such as perspective taking, can also be taught. 
Results from this study support the recommendation for any intervention targeted at this 
population to increase opportunities to practice new skills, consolidate learning and make explicit to 
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adolescents and their parents ways to embed new skills in everyday life. These recommendations 
also reflect current literature on the learning needs of autistic people with a mild ID (see Alzrayer, 
& Banda, 2017; Hronis et al., 2017; Ratcliffe et al., 2017; Williams & Minshew, 2010). Feedback 
from participants in this study suggest that 15 sessions each of 90-minute duration was not enough. 
Based on these findings, the authors of WFP – Adolescent Adaptation now have access to 
meaningful data from which they can revise and improve the manualised intervention. Suggested 
improvements include: (a) adding additional sessions to further spread out the content in the 
curriculum, (b) providing more time during and between session for participants to practice and 
review new skills, (c) developing additional booster sessions to provide consolidation opportunities 
over an extended time frame, and (d) developing a concurrent parent training program to further 
support the emotion coaching skills required of parent of autistic adolescents with mild ID. 
Autistic adolescents with mild ID have been excluded from clinical intervention studies, 
resulting in a gap in targeted evidence-based interventions. However, participants in this study 
demonstrated their ability to learn new skills and provide a valuable voice in evaluating their 
experience of the intervention. Therefore, this study provides evidence to support the inclusion of 
autistic adolescents with mild ID in designing, developing and researching clinical interventions 
targeted for this vulnerable and misunderstood population.  
4.7 Future Directions 
The results from this study paves the way for a larger trial of WFP – Adolescent Adaptation 
in a clinical setting. In line with intervention development (Fraser & Galinsky, 2010) it is important 
to conduct a small randomised control trial of the adolescent adapted intervention, exploring the 
acceptability and effectiveness. The sample size would need to be large enough to ensure and 
results are statistically meaningful. The location of the trial should aim to draw participants from a 
smaller geographical location, minimizing the travel impact on families. To address the potential 
confirmation bias, future studies could involve training community mental health clinicians, 
experience in working with this population, in the WFP – Adolescent Adaptation. These trained 
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clinicians could then conduct multiple interventions. Independence could be further improved by 
engaging a research assistance, blind to the aims of the study, to collect and analysis data. 
Adopting inclusive research practises can help ensure that the research is asking the 
necessary questions to truly capture the impact of the intervention (AutismCRC, 2016). One way of 
achieving this is for autistic researchers to be invited to be co-researchers, providing insights into 
the method of the study (AutismCRC, 2016). This could include reviewing the time of day that the 
intervention should take place, as well as reviewing appropriate quantitative outcome measures and 
evaluation questionnaires. It is important to ensure that participants’ reports of changes, benefits 
and challenges are reflected in the assessment measures being used in the study.  
Previous studies have stated that school-based interventions represent “gold standard of 
intervention as they are accessible, affordable, sustainable, and have been supported empirically” 
(Mackay et al., 2017, p. 3459). WFP1 and WFP2 have already been trialled and implemented 
successfully in school settings (Ratcliffe et al., 2017; M. Wong et al., 2018). In contrast, parents in 
the current study eluded to the intervention being more beneficial as it was not held at school. They 
felt a clinical setting invited interactions with new peers and facilitators in a small, structured and 
predicable environment. They were concerned that current challenges at school (with peers, 
teachers and / or the environment) may detract from the benefits of the intervention. That said, the 
National Safe Schools Framework (MCEECDYA, 2011) states that schools should be providing 
early intervention and targeted support to at risk students. Autistic adolescents with mild ID are 
clearly students at risk, however high school settings are very different to a clinical setting or a 
primary school classroom. Therefore, to ensure contextual fix of the intervention, and further 
explore the concerns raised by the parents, it would be important to conduct a similar preliminary 
pilot intervention study in a high school in a class for autistic students with mild ID.  
Finally, the novel qualitative methods used in this study have resulted in eliciting 
meaningful data and capturing the voice of the autistic adolescent with mild ID. The analysis of the 
youth workbook was beneficial in providing a point of reference for the triangulation of data in the 
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thematic analysis. These same approaches, including conducting focus groups that utilise visual 
supports as concrete examples that prompt memory and therefore discussion, could also be used in 
other studies aiming to explore the lived experience of similar populations.  
5. Conclusion 
This mixed methods study is the first to explore the experience and feasibility of an 
emotion-based intervention for autistic adolescents with mild ID, placing the voice of the autistic 
person as central to autism research (AutismCRC, 2016). WFP - Adolescent Adaptation, is a 
targeted intervention aimed at improving emotions competence skills and promoting mental 
wellbeing in autistic adolescents with mild ID. Results indicated that the intervention, when 
delivered in a group format in a clinical setting by an experienced facilitator, was an engaging and 
positive experience. Furthermore, the clinical pilot intervention was both feasible and successful in 
meeting its primary aim (teaching emotions competence skills to autistic adolescents with mild ID) 
and warrants further investigation. Importantly, positive outcomes were meaningful to the 
adolescent participants and their parent, and were often generalised across time and context. Due to 
the small sample size and relatively good verbal ability of the participants, these results cannot be 
generalised to other populations. However, the study provides additional support for the use of 
inclusive research practise with traditionally overlooked vulnerable populations. The high rates of 
poor emotions competence, poor social skills and mental health disorder in autistic adolescents with 
mild ID have a significant and negative impact on the life of the individual and of those that support 
them. This study adds to the current literature as it provides insights into new directions in the 
development of social-emotional and mental health clinical interventions, and future research into 
social-emotional development for autistic adolescents with mild ID. In conclusion, this current 
study supports the need for more inclusive research focusing on improving the social-emotional 
skills and mental wellbeing of autistic adolescents with mild ID, and suggest that with further 
research, WFP – Adolescent Adaptation, could be the first evidence-based intervention designed 
specifically to teach emotions competence to autistic adolescents with mild ID.  
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Appendix A 
Westmead Feelings Program Pilot Study for Adolescents with Autism and Mild Intellectual 
Disability - Non-Drug/Device Protocol (Excerpt) 
The following excerpt is from the Westmead Feelings Program Pilot Study for Adolescents with 
Autism and Mild Intellectual Disability - Non-Drug/Device Protocol (Version 7). It includes 
sections relevant for the background of this thesis: Glossary of terms, funding and resources, study 
objectives, study design, study type & schedule, study population, participant safety and 



















Non-Drug/Device Protocol  
Published Date: August 2013 
Review Date: August 2014 
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Program Pilot Study for 
Adolescents with Autism 
and Mild Intellectual 
Disability 
Version: #7 











This document is confidential and the property of the Department of Psychological Medicine, The 
Sydney Children’s Hospitals Network – The Children’s Hospital at Westmead. No part of it may be 
transmitted, reproduced, published, or used without prior written authorization from the 
institution. 
 
Statement of Compliance 
 
This document is a protocol for a research project. This study will be conducted in compliance 
with all stipulation of this protocol, the conditions of the ethics committee approval, the NHMRC 
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Glossary of Abbreviations & Terms 
 
Abbreviation Description (using lay language) 
ASD or Autism Autism Spectrum Disorder 
ASD+ID Autism Spectrum Disorder and co-occurring Intellectual Disability 
Aspect Autism Spectrum Australia (Aspect) is the world’s largest education 
provider for children with Autism 
AutismCRC  Cooperative Reseach Centre for Living with Autism  
CHW The Children’s Hospital at Westmead 
DPT Developmental Psychiatry Team, a specialist mental health team in the 
Department of Psychological Medicine at the Children’s Hospital at 
Westmead 
EBSST Emotion-based Social Skills Training 
FACS Family and Community Services 
ID Intellectual Disability 
KR Kids Research 
Parent Parent / carer  
PDHPE Personal Development, Health, and Physical Education curriculum that is 
part of NSW Schools 
WFP Westmead Feelings Program (previously known as EBSST) 
WFP3 Westmead Feelings Program 3 – Emotion-based learning for adolescents 
with Autism and mild intellectual disability 
WSU Western Sydney University 
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Funding and Resources 
Source/s of funding. Cash contributions will be made by CHW for assessment costs, 
therapy manual and material costs respectively. In-kind contributions will be made by The 
Department of Education, KR, FACS and CHW for research project staffing, teacher participant 
release time and use of facilities. To ensure that there is no cost to participants, CHW will cover the 
cost of parking at the hospital for participant’s eligibility assessment and attendance at the focus 
groups. 
Study Objectives 
Research questions. Does feedback from participants regarding the WFP adaptation for 
adolescents with Autism and a mild intellectual disability (WFP3) indicate that the program has 
merit and warrants further testing around acceptability and feasibility in a larger sample size?  
Primary objective. The primary objective for this project is: Examine whether 
implementation of WFP3 is feasible, understands the barriers to successful implementation and is a 
positive experience for the participants. It is hypothesized that WFP3 will be feasible and a positive 
experience, as indicated by adolescent, parent and teacher ratings of the adequacy of elements of 
student sessions (e.g. number of sessions, mode of delivery, materials provided to deliver sessions), 
and rates of attendance.  
Secondary objective. The secondary objectives of this project are: 
(i) Examine whether there are improvements in adolescent well-being, social skills and 
emotions competence over time, concurrent with using WFP3. It is hypothesized that 
WFP3 will support improvements on all variables of interest following WFP3 delivery 
and that these improvements will be maintained at 6-month follow-up. 
(ii) Examine the association between adolescent mental health, adolescent social skills, 
adolescent emotion regulation, and parental mental health. It is hypothesized the better 
adolescent mental health, adolescent social skills, and adolescent emotion regulation will 
be associated with better parental mental health. 
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Study Design 
 
Figure A1. Study Design Diagram  
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Study Type & Schedule 
Once ethics has been approved at the Children’s Hospital at Westmead, the research 
protocol will then be submitted to the Western Sydney University Research Office, Department of 
Education Ethics department and Aspect for approval. 
Adolescent participants and their families will be recruited to the Clinic Pilot through the 
investigators’ Private Practitioner Network, Western Sydney University Psychology Clinic and 
referral networks, Aspect, and through the Intake and regular referral channels of the Department of 
Psychological Medicine. 
Part A – Developing and Manualising WFP3. 
A comprehensive literature review will be undertaken by the investigators of the study. The 
investigators will also conduct an expert brainstorming session exploring the needs of adolescents 
and the current WFP. Finally, the authors of WFP will collaborate to develop a manualized 
adolescent ASD + Mild ID adaption called WFP3. 
Part B - Scoping Study.  
This stage of the study will explore, through focus groups, the lived experience of the 
emotional and social needs of adolescents with ASD+Mild ID, the appropriateness of WFP3 for this 
population and to gather feedback and co-design on the content in WFP3. The focus group will also 
explore the adolescents’ understanding of emotional concepts and images. 
The session will gather both qualitative and quantitative data using questionnaires and a 
semi-structured interview. As recommended by AutismCRC (Inclusive Research Practice Guides 
and Checklists for Autism Research, 2016) participants of the adolescent focus groups and parent 
focus group will be sent a copy of the semi-structured interview (in easy to read format) ahead of 
the face-to-face session so that they may have time to process the questions and consider their 
responses. The focus groups will be video recorded and transcribed for analysis. Video recordings 
will be stored electronically on the CHW secure server and be accessed only by the project 
investigators in a password protected file. Parent participants will be given the option for re-
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identified data to be migrated into the EBSST database on the CHW secure server, to be kept 
indefinitely. For participants that do not consent for re-identified data to be stored indefinitely, their 
data will be stored until such time as the youngest participant is 25 years old OR 15 years after 
publication of the research, whichever is the longest. This is in line with Sydney Children’s 
Hospitals Network Research Policy.  
A maximum of 10 adolescents, 10 parents, 10 education and 10 professional staff will be 
involved in the focus groups. Adolescents eligible to participate in the study will be aged 12-16 
years old with a diagnosis of ASD and cognitive ability between 50 and 75. Confirmation of 
diagnosis will be through assessments conducted by staff at DPT. To effectively participate in the 
small group focus group, adolescent participants must have a minimum of a phrase level of 
expressive verbal communication skills and a minimum ability to follow short simple sentences and 
instructions. Information regarding communication and social skills will be collected through a 
background information questionnaire to be completed by parents and adolescents. In the 
adolescent focus group, participants will be offered the opportunity to attend one of two small 
groups (maximum five adolescents) or an individual session (for participants with higher support 
needs). Individual sessions will support the needs of adolescent participants who prefer one-to-one 
discussions, or those who have attention difficulties, are non-verbal (or have very little verbal 
communication), moderate to severe mental health issues, and/or challenging behavior, that may 
limit their capacity to engage in a group format. Focus groups delivered in a small group format in a 
clinic setting require participants to be comfortable in settings where there is a level of verbal 
communication and social interaction required. 
The parent focus group will comprise of parents of the adolescents participating in the focus 
group. Educators and Specialist staff must have a minimum of 3 years’ experience working with 
adolescents with autism and/or mild intellectual disability. All participants must speak English and 
be available to attend the focus group session in person. Focus groups will be held at the FACS 
offices in Parramatta or the KR / Children’s Hospital at Westmead. Groups will run for 2 hours. 
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All focus groups will be facilitated by two psychologists and/or a social worker with 
extensive experience working in Autism. All sessions will be video recorded and transcribed. 
Information drawn from the focus groups will be added to the WFP3 to support its potential 
acceptability and feasibility from the perspective of adolescents, parents and professionals.  
Part C - Implementation.  
Part C of the study is an implementation, multi-centre study based in a clinical setting (at the 
FACS offices in Parramatta) and later a Department of Education School, Support Unit class. The 
study will examine whether WFP3 is feasible for the adolescent ASD+Mild ID population in both a 
clinic and school-based setting, and whether it is a positive experience for participants and supports 
improvements in adolescent emotions competence, social skills and well-being. Adolescents that 
were eligible for the focus groups will also be invited to participate in the implementation study. To 
collect clinically meaningful data, some questionnaires are standardised and validated whilst others 
will collect qualitative information. 
Clinic Pilot - There will be 3-6 adolescents in this pilot study. If an adolescent had already 
attended the focus group, Part B, and they meet additional criteria for the clinic pilot, they are 
automatically invited to the Clinic study. Additional consent will be required to participate in Part 
C. To be eligible for the clinic pilot, participants who were not involved in Part B must be aged 12-
16 years old with a diagnosis of ASD and IQ between 50 and 75. Confirmation of diagnosis will be 
through assessments conducted staff at CHW (ADOS-2 and WISC-5, 3 hours in total). Adolescent 
participants must have a minimum of a phrase level of expressive verbal communication skills and 
a minimum ability to follow short simple sentences and instructions. Information regarding 
communication skills and social skills will also be collected through a background information 
questionnaire to parents and adolescents. Throughout the study, questionnaires will be used to 
collect data on the variables of interest and will be completed by adolescent, parent and teacher 
participants.  
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At focus groups, clinical settings and during parent information sessions, parents will be 
asked to complete questionnaires to maximize response rate. Parents will identify their 
children/students by a unique code. This code will consist of the first 3 letters of the first name and 
the first 3 letters of the second name. The code will later be used to match participant data at various 
time points for the purposes of data analysis.  
Adolescent and parent completed questionnaires will be paper-based and completed as part 
of the WFP3 sessions. During WFP3 sessions, questionnaires will be completed by adolescents on 
four occasions (during the final sessions of WFP3 Module 1, Module 2, Module 3, and the Booster 
Session) to maximize the reliability and validity of adolescent self-reports. Paper based 
questionnaires will be stored in a locked filing cabinet at CHW that is only accessed by the project 
investigators. The questionnaires will be stored until such time as the youngest participant is 25 
years old OR 15 years after publication of the research, whichever is the longest. For participants 
who do not provide consent for indefinite data storage, electronic and paper-based data will be 
destroyed according to Sydney Children’s Hospitals Network Research Policy. 
Randomisation 
This is a non-randomised pilot study due to the low feasibility of successful randomisation 
occurring for this study which is being conducted in a clinical and school-based setting. The study 
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Table A1 
Study Risk and Contingency Plans 
Risks Contingencies 
Insufficient participant recruitment Recruit from additional Autism community network 
associations and organisations (including parent 
support groups). If unable to recruit a suitable 
Department of Education school Support Unit, then we 
shall approach non-government school including 
Aspect, Independent schools and/or Catholic Education 
Office. 
Project team changes Maintain project documentation and have clear plans 
for handover to other staff 
Participant psychological distress Department of Education school protocols will be 
followed on how psychological distress should be 
managed should it occur in the School-Based Pilot. In 
the event of further support being required in focus 
groups, clinical pilot or school based pilot, this will be 
provided through the Department of Psychological 
Medicine, CHW. 
Insufficient time for research 
investigator to be research reliable 
trained in the ADOS-2 to enable 
assessments to be completed for the 
adolescent participants 




Recruitment procedure. Consistent with the “Inclusive Research Practice Guides and 
Checklists for Autism Spectrum Research” (2016), rather than directly recruiting the adolescent 
ASD+Mild ID participants, carers will first be recruited as co-participants. Research indicates that 
carers fulfill a role as the ASD+ID participant’s ‘gatekeeper’ and as a general rule are the conduit 
for all communications and consent. It has also been established by AutismCRC that participants 
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can be most effectively identified and reached through disability carer network organisations and 
disability service providers (such as Aspect).  
Once appropriate research approvals have been granted, Aspect are able to assist by 
forwarding information about the research projects to potentially eligible Aspect schools, service 
managers and clients. Aspect schools and service managers may nominate potential families and 
professionals that are identified as meeting eligibility criteria. Families will be sent parent 
information sheets and consent forms. 
Once appropriate research approvals have been granted by the Department of Education 
Ethics department, school principals will be provided with information sheets and consent forms for 
the focus groups and clinical trial. The select process for the support class will be formally recruited 
for Part C Professional staff members may also nominate potential schools and family participants 
to be invited to the study.  
Participant Safety and Withdrawal 
Risk Management and safety. There is a risk that children, parents or professionals may 
experience psychological distress as a result of participating in focus groups or WFP3 sessions. This 
is because sessions ask participants to discuss and learn about emotions that include sadness, worry 
and anger. However, learning about these emotions is not outside the typical High School PDHPE 
curriculum and psychologists and the social worker delivering the program have the skills to 
manage such distress. In focus groups and clinical pilot there will be a minimum of two experienced 
psychologists/social worker/occupational therapist facilitating. Should a participant need a break or 
need to confidentially discuss an issue immediately, one facilitator will be able to remove the 
participant from the group to provide professional support. In school there are also school protocols 
in place around how this distress is managed, for example, ask the school counselor or school 
principal to provide further support. If a participating adolescent, parent or professional requires 
further support for managing psychological distress, this will be provided by DPT, CHW. 
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Adverse event reporting. An adverse event in this study is psychological distress that may 
arise, as indicated by physical symptoms such as crying, increase in repetitive behaviours, verbal or 
physical aggression. Serious adverse events include actual physical harm as a result of 
psychological distress. During the focus group sessions and pilots these will be reported to the head 
of DPT within 24 hours. During school based sessions these will also be reported to the school 
principal within 24hours.  
Handling of Withdrawals. Participants may withdraw from the study for the following 
reasons: participant has chosen to withdraw from the study, protocol violation, or participant has 
experienced an adverse event. When a participant is withdrawn from the study, they will contact the 
project investigators. If withdrawn participants request for previously collected data to be destroyed, 
data will be confidentially destroyed. Otherwise, previously collected data will be used for the 
research in line with Sydney Children’s Hospitals Network Research Policy. It is likely that in the 
majority of instances, participants who withdraw from the study will choose not to complete further 
questionnaires, without wanting prior data not to be used. In this instance, prior data will be used for 
the research and participants will not be asked to provide any further data. If an adolescent in the 
school based pilot withdraws from the research study, they will continue with the WFP3 program as 
part of the standard PDHPE curriculum, but will not complete research aspects of the study such as 
completion of questionnaires. Should teaching staff withdraw from the research study, an alternate 
educator will be nominated by the school principal to be invited to participate in the research study. 
Replacements. Withdrawn adolescents will not be replaced in the study. Some adolescent 
participants may be temporarily absent from sessions due to holidays, illness, or student suspension, 
for example. Attendance data will be collected on adolescent participants on an attendance record 
form. For adolescent participants, there are sixteen adolescent WFP3 core sessions. Adolescents 
will need to attend at least 75% of sessions (i.e. at least thirteen sessions), so that treatment fidelity 
is maintained. If an adolescent participant is absent for a number of sessions that will impact 
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treatment fidelity, the number of sessions missed and reason for absence will be noted, and the 
participant’s data examined for its potential as an outlier during data analysis.   
As for all data needed to be matched for each participant, investigators will identify the 
participants by a unique code. This code is re-identifiable, consisting of the first 3 letters of the first 
name and the first 3 letters of the second name. 
Data security and handling. Details of where records will be kept and how long will 
they be stored. Questionnaires collecting quantitative data will be collected via a secure online 
data collection platform, stored electronically on the CHW secure server. For participants who 
provide consent, re-identified electronic data will be migrated into the WFP database maintained 
on the CHW secure server indefinitely.  
Paper-based questionnaires collecting qualitative data will be stored in a locked filing 
cabinet at CHW. Paper-based data will be destroyed in line with Sydney Children’s Hospitals 
Network Research Policy, that information will be stored until such time as the youngest participant 
is 25 years old OR 15 years after publication of the research, whichever is the longest. For 
participants who do not provide consent for indefinite data storage, electronic and paper-based data 
will be destroyed also as per Sydney Children’s Hospitals Network Research Policy. 
Confidentiality and Security. Participants will be allocated a study number that will be 
stored against their names to assist with data matching at different time points and managing 
participant withdrawals. This information will be kept by a project investigator in a locked filing 
cabinet at CHW. Paper based quantitative and qualitative data will be collected and stored 
electronically on the CHW secure server and be accessed only by the project investigators in a 
password protected file. Paper-based data will be destroyed in line with Sydney Children’s 
Hospitals Network Research Policy, that information will be stored until such time as the youngest 
participant is 25 years old OR 15 years after publication of the research, whichever is the longest.  
For participants who do not provide consent for indefinite data storage, electronic and paper-
based data will be destroyed also as per Sydney Children’s Hospitals Network Research Policy. The 
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DTP is requesting the consent for indefinite data storage as they are interested in using data from 
this study to help in future studies to promote the understanding of the mental health and well-being 
of young people with Autism and their families. Future studies include investigating links between 
the social skills and mental health of young people with Autism. If participants consent to using 
data from this study to help in future studies, re-identified data will be added to the existing re-
identified secure database in the Department of Psychological Medicine at the Children’s Hospital 
at Westmead and stored indefinitely. 
Ancillary data. Qualitative data may also be in video format. Video data will be stored 
electronically on the CHW secure server and be accessed only by the project investigators in a 
password protected file. All electronic-based data will be erased in line with Sydney Children’s 
Hospitals Network Research Policy, that information will be stored until such time as the youngest 
participant is 25 years old OR 15 years after publication of the research, whichever is the longest. 
For participants who do not provide consent for indefinite data storage, electronic data will be 
destroyed also as per Sydney Children’s Hospitals Network Research Policy. 
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Appendix B 
Ethics Approval Letters 
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Appendix C 
 
Semi-Structured Focus Group Guide (Adolescent & Parent) 
Evaluation Focus Group – Adolescent 
Adults:  Facilitator, Co-facilitator, Observer (in separate viewing room) 
Participants:  2 male, 1 female 
Time:  15 mins to settle into the group (12:30-12:45)  
 60 min focus group (12:45-1:45) 
Equipment: Chairs and table 
 Pens 
 5 x Clip boards 
 Spare workbooks 
 Cup Character 
 Cup Character Video 
 White board  
 iPad or computer for video 
 Schedule 
 Activity cards 
 Post It Notes 
 Worksheets for focus group 







 Evaluation  
 Snack  
Instructions: Do not read out information in bold (ie aims)  
Aims:  
1. Gain a greater understanding of the experience of attending the Westmead Feelings 
Program  
a. Before the program 
b. During the program 
EXPERIENCE OF WFP-ADOLESCENT ADAPTATION 126 
   
c. Changes throughout the program 
d. Comparison to other aspects of life 
2. Learn which parts of the program young people connected with, found helpful or more 
enjoyable  
3. Learn which parts of the program were more challenging, difficult or boring  
4. Identify if young people believe that they have learnt new skills during the program 
5. Explore if and how young people have used WFP skills in their life 
Introductions – 12:30 – 12:45 
Everyone - On arrival – greet and chat to young people about their summer holidays and 
being back at school. Before the session begins, reminder of the group rules, including 
confidentiality. Introduce Facilitator, Co-facilitator (as a helper) and Observer (as 
observer). 
Facilitator - Today we are going to be asking you some questions about the Feeling 
Program that you attended last year. We are also recording the session. That means that I 
need you to speak one at a time. We will chat for about 1 hour. Is that okay with 
everyone? 
[Co-facilitator - Start recording] 
Names and introducing facilitator 
Facilitator – Who can remember the name of one person in the room?  
[ensure that everyone in the room is named).  
Everyone here was a part of the Feelings Group last year.  
Most of you may have already met me. My name is Facilitator, I was not at the Feelings 
Group,  
Orientation to the Feelings Program and Focus Group 
Facilitator - so because I was not with you in the group last year, can each of you please 
share with me something that you did or talked about in the feelings group?  
[Prompt everyone to have a chance to talk, use their names to when you ask them to 
speak or thank them for sharing]. 
I see that most of you have your workbooks. During our chat today I might ask you to 
share your workbook. You can say no, but it will help us to learn more about the Feelings 
Program if you are happy to share it.  
Today what I would most like to hear from you is - what was it like to be a part of the 
Feelings Program?  
Do you remember the Cup Character?  
[show a cup character].  
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The cup character taught us that our feelings might show on the outside, but our thoughts 
are inside our head. When you tell me about things today, I am interested to find out 
about  
[Co-facilitator - Distribute worksheet]  
Facilitator - what happened, how you felt and what you were thinking.  
There are no right or wrong answers.  
Sometimes you might need time to think of an answer, that is okay.  
Sometimes it might help to look at your workbook to help to remember a part of the 
feeling group. That is okay.  
I am really interested in hearing from all of you.  
Finally, in the Feelings Program you learnt that in the same situation, different people can 
have different feelings and thoughts. That is okay too. 
Aim 1a – experience before the Feelings Group 
Facilitator – Let’s give it a try. I want you to try to remember going to the first Feelings 
Group session? Can everyone do that? Before the session started, what happened? how 
did you feel? what were you thinking? If you want to, you can write your answers on the 
worksheet. Or you can just talk about it and Co-facilitator will help to write it. I will give 
you a moment to think about it and then ask you to share your worksheet with the group. 
[Go around the group asking for everyone to indicate what happened (if helpful in 
prompting the memory, ask the young people to think about the trip on the way to the 
group, how did they get to the first group, did they have to wait in reception, walking into 
the room), how did you feel (and how strong did you feel it) and what were you thinking.] 
[Co-facilitator- to assist young people in writing their responses onto their individual worksheet 1] 
[Go around the group giving each young person the opportunity to add to the 
conversation. Was their experience the same or different, how?] 
Aim 1b – experience at the Feelings Group 
Facilitator – Did that feeling of [use their examples] happen every time you came to 
group? Or did it change? On the next worksheet can you think about what it was like after 
towards the end of the program. Write or think about what happened, how did you feel 
(how strong did you feel it) and what did you think? If you want to, you can write your 
answers on the worksheet. Or you can just talk about it and Co-facilitator will help to 
write it.  Who would like to share their worksheet? 
[Go around the group asking for everyone to indicate what happened (if helpful, prompt 
to think about was it different when you knew where to go, who would be there, what to 
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expect in the group), how did you feel (and how strong did you feel it) and what were you 
thinking.] 
[Co-facilitator- to assist young people in writing their responses onto their individual worksheet 2] 
[Go around the group giving each young person the opportunity to add to the 
conversation. Was their experience the same or different, how?] 
Aim 1c – changing experience during the Feelings Group 
Facilitator – If we look at the two worksheets are the feelings and thoughts the same or 
different? Did your thoughts about coming to group change? What do you think 
happened to change your feeling from [before feeling] to [after feeling]. Can you tell me 
more about that? 
[Go around the group giving each young person the opportunity to add to the 
conversation. Was their experience the same or different, how? What happened to change 
their thoughts and feelings] 
Activity – experience of WFP compared to other life events 
Facilitator – Young people can have lots of things going on in their lives. Both at school, 
at home, and with friends. We would like to know what your experience of those things 
were for you last year.  
[Co-facilitator to handout Life comparison worksheet] 
Facilitator – On this worksheet there are 5 boxes.  
Terrible   No-so good   Okay    Good    Great.  
Co-facilitator it going to give you 8 cards with different words on them;  
school    home   friends    family    animals    holidays   health    life.  
We would like you to place each card in the box that best matches how you felt about that 
last year. For example, if you thought that life was Okay last year, you can put the “life” 
card in the “Okay” box. If you felt that holidays were “Great” last year, you put it in the 
“Great” box. If you didn’t have a holiday last year you don’t need to put it into any box. 
If you want to add other areas of your life, you can write that into the box that describes 
how you felt about it last year. 
[Co-facilitator - to hand out cards. Time is given for young people to place cards in each 
box]  
Facilitator - Now we would like you to think about your experience of coming to the 
Feelings group last year. Which box would you put that experience into? 
[Co-facilitator - to hand out Feelings Group card. Time is given for young people to add 
the card]  
Facilitator - Can you tell me more about your worksheet?  
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[Prompt - I see that you put this here and the Feeling group here, can you tell me more 
about that?] 
[Go around the group giving each young person the opportunity to add to the 
conversation.] 
Workbook 
Facilitator - I would now like you to spend a little bit of time looking through your 
workbook. As you look through it I would like you to think about some of the things you 
found helpful or enjoyable in the feelings program. Use these post-it notes to stick on the 
pages.  
[Co-facilitator - to hand out 2 colour of post-it notes with “helpful” or “fun” written on 
them] 
[Give a couple of minutes then check to see how everyone is going? Once ready…] 
Aim 2 – Positive experiences of the Feelings Group content 
Facilitator - I would now like to go around the group and ask you to share with me one of 
the pages that you found helpful or enjoyed. What happened in that activity? I see you 
said it was helpful / fun. Can you tell me more about that?  
[Additional prompts After the group did you talk to anyone else about that activity? Were 
you able to practice that skill at home or school, can you tell me more?]  
What about other people, how did you find that activity?  
[Go around the group and ask others about their experience of the activity, remind the 
group that it is okay for different people to have different feelings and thoughts about the 
same activity. Go around the group so that everyone has spoken about at least one page. 
If time permits ensure that there is a mix from across the modules]. 
Workbook 
Facilitator - I would now like you to spend a little bit of time looking through your 
workbooks again. But this times as you look through it I would like you to think about 
some of the things you found difficult, boring or did not enjoy in the feelings program. 
Use these post-it notes to stick on the pages.  
[Co-facilitator - to hand out 3 colour of post-it notes with “hard” or “boring” or “not 
fun” written on them] 
[Give a couple of minutes then check to see how everyone is going? Once ready…] 
Aim 3 – Not so good experiences of the Feelings Group content 
Facilitator - I would now like to go around the group and ask you to share with me one of 
the pages that you found hard, boring or didn’t enjoy. What happened in that activity?  
[Prompt - I see you said it was hard / boring / not fun. Can you tell me more about that?  
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After the group did you talk to anyone else about that activity?  
Were you able to practice that skill at home or school, can you tell me more?] 
What about other people, how did you find that activity?  
Did anyone find any of the activities boring?] 
[Go around the group and ask others about their experience of the activity, remind the 
group that it is okay for different people to have different feelings and thoughts about the 
same activity.] 
[Go around the group so that everyone has spoken about at least one page.] 
[If time permits, ensure that there is a mix from across the modules.] 
[If not mentioned] In the feelings programs there are also videos that your watched and 
games or activities that you played. Can you tell me about one of the videos that you 
watched or activities that you did?  
What about other people, how did you find that video / activity? 
[Go around the group and ask others about their experience of the video / activity, 
remind the group that it is okay for different people to have different feelings and 
thoughts about the same video / activity].  
[Go around the group so that everyone has spoken about at least one video or activity.] 
[If time permits the video may be played again to refresh the groups memory.] 
[Prompt for examples that were fun and ones that they didn’t enjoy.] 
Aim 4 – Identify new skills learnt at the Feelings Group 
Facilitator - Before the group began most of you said that learning about feelings and 
friendship were important for young people your age. I would like to know what you 
have learnt during the Feelings program? If it helps, you can look through your 
workbooks to remind you of some of the things you might have learnt.  
[Go around the group and ask each person to identify at least one thing, write it on the 
board / flip chart. Then ask the other young people if that was something they also learnt 
from the group?] 
[Prompt - did anyone know this before they started the feelings group? If yes, was it 
helpful to learn about it again in the group?] 
If no response, pull out the visual supports of key worksheets in WFP3 and stick them on 
the wall (different feelings, feelings strength bar, changing thoughts, different 
perspectives, problem solving, feelings control kit, network of support etc). Ask young 
people to pick one and then to talk about it. Had anyone taught them about that before? 
Was it helpful to learn about it in the group? Have they used that skill? 
Aim 5 – Discuss how young people have used new skills in different contexts of life. 
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Facilitator - At the start of this chat we talked about different areas of your life. Can 
everyone think of a time that they had a problem situation or not-so-good feeling in one 
of those areas of life. Thinking about the things that you learnt in the Feelings group, 
what new skills did you use in that situation. What happened? How did you feel? What 
did you think? What did you do? How did it go? Good or not-so-good. 
[Co-facilitator- to hand out worksheet 4 and assist young people in writing their responses onto 
their individual worksheet] 
Facilitator - [Go around the group and ask each person to identify at least one thing. 
Then ask the other young people if they would have used the same skill or strategy, or a 
different skill or strategy?] 
Conclusion. 
Facilitator - Is there anything else that people would like to share with me about their 
experience of being a part of the Feelings Program? 
Wrap Up. 
Facilitator – Thank you for coming along today and sharing with me your thoughts and 
experiences. It has been a great help. Co-facilitator has an evaluation forms for you to 
complete and some snacks. 
Finish – 1:45pm 
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Evaluation Focus Group – Parent 
Present:  Facilitator, Observer, Participants (3 mothers and 1 carer) 
Time:  90 min focus group (2pm-3:30pm) 
Equipment: Chairs and table 
 Pens 
 Spare workbooks 
 Butchers paper  
 Sample WFP3 Worksheets 
Aim:  
1. Gain a greater understanding of the experience of attending the Westmead Feelings 
Program, from the perspective of the young person and the parent 
2. Identify which skills young people or parents learnt in the Feelings Group 
3. Discuss external factor that may have impacted on learning new skills 
4. Explore the generalisability of skills learnt in the Feelings Group  
5. Impact of emotions competence skills on life 
6. Review the feasibility of the program 
 
Introductions – 2:00 
Everyone - On arrival – greet and chat to parents about summer holidays and children 
being back at school. Before the session begins, reminder confidentiality in focus group. 
Facilitator - Today we are going to be asking you some questions about the Feeling 
Program that your child attended last year. We are also recording the session, therefore 
can we try to speak one at a time. We will chat for about 90 minutes. In the last focus 
group that you attended we asked you to respond to lots of different images and videos. 
In this focus group we are more interested in hearing about your experiences and 
thoughts. Is that okay with everyone? 
[Observer - Start recording] 
Names and introducing facilitator 
Facilitator – My name is Facilitator and I will be facilitating this focus group. I will ask 
you a number of questions over the 90mins, and I may ask you to clarify or provide more 
details in your responses. Other times I might need to move the conversation along, or 
ask to hear from particular people in the group to ensure that everyone is heard. 
 Observer will be taking notes during the session which will help when we write up 
the transcript of the session. 
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Aim 1 - Gain a greater understanding of the experience of attending the Westmead Feelings 
Program, from the perspective of the young person and the parent 
Facilitator – Everybody has different experiences coming to group. We would like to 
know, what was it like for you and your child to come to the Feelings Group? You may 
like to talk about before the group started, once your child settled in to the group? or at 
anytime during the program? Who would like to start? 
 [Prompt - Clarify details, including feelings and outcomes. Ask others if their 
experience was the same or different. What factors impacted on their experience. Go 
around the group and ensure each person shares at least one experience for their child and 
one experience for themselves.] 
[Also ask about attending the parent session and receiving the parent handout.] 
Aim 2 - Identify which skills young people or parents learnt in the Feelings Group 
Facilitator – The Feelings Program aims to teach specific emotions competence skills. 
Can anyone identify any skills that their child learnt during the Feelings Group?  
 [Prompt - Can you tell me more about that? Clarify skill learnt. Ask others if their 
experience was the same or different.] 
 [Write up the skill to the computer screen image] 
 What about any skills that you may have learnt as an Emotion coach for your child? 
What skills did you learn?  
[Prompt - Can you tell me more about that? Clarify skill learnt. Ask others if their 
experience was the same or different]. 
[Ensure going around the group to get at least one response from each person] 
Aim 3 - Discuss factors that may have impacted on learning new skills 
Facilitator – Looking at this list of skills taught in the Feelings Group, what factors may 
have impacted your child either learning or not learning this skill? 
[Prompt - Can you tell me more about that? Clarify if it was a factor that was helpful or a 
hinderance. Was this an external factor (beyond the control of the group facilitators) or 
something about the program or the way it was delivered. Ask others if their experience 
was similar.] 
[Ensure going around the group to get at least one response from each person] 
Aim 4 - Explore the generalisability of skills learnt in the Feelings Group  
Facilitator – We are also interested in learning about the ‘generalisability’ of new skills. 
That means how a new skill is used settings beyond where it was taught. For example, 
some young children with autism have been known to learn how to tie their shoe laces at 
home, but they are unable to tie up their laces at school. 
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 Have you ever noticed if your child has difficulty generalising skills across different 
situations or with different people? 
 [Ask each parent for a yes or no, do not need detail at this point]  
 Thinking about your child, can you describe a situation where your child 
demonstrated that they had generalised a skills that they had learnt in the Feelings Group?  
[Prompt - Can you tell me more about that? What helped this generalisation to occur? 
Ask others to also share their examples] 
[Ensure going around the group to get at least one response from each person] 
 What about a situation where your child didn’t use a skills, in a situation or with a 
person, even though you know they had learnt it? Can you tell me what happened? 
[Prompt - Can you tell me more about that? What might have stopped your child from 
using the skill in this situation or with that person? Ask others to also share their 
examples] 
Aim 5 – Understand the impact of new skills on other aspects of life  
Facilitator - Compared to a year ago, have there been any changes in the way feelings are 
labelled, discussed and responded to. What impact has this had on different aspects of 
life, or life in general? 
 [Prompt – for you, for your child. Being able to talk about feelings, giving them 
labels, what difference has that made in your child’s life? Home? School? Non-routine 
situations, like holidays? Has learning about other people’s perspectives changed how 
your child interacts or responds to others? Have you noticed any changes since your child 
has learnt techniques to feel good again when feeling a not-so-good feeling such as angry, 
sad or worried? Has learning more about your role as an Emotion Coach of a teenager 
changed the way you respond in situations? Can you tell me more about that?] 
 [Ensure that each parent has a chance to mention at least one impact, positive or 
negative] 
Aim 6 – Review the feasibility of attending the Westmead Feelings Program  
Facilitator – Our final set of questions is around the strengths and weaknesses of the 
Westmead Feelings Program. What were the more difficult aspects of the Westmead 
Feelings Program, both for your child and for yourself?  
 [If no response prompt – it could be around factors that related to attending the 
group, content of the program, takeaway tasks, group dynamics. Is there anything that 
could have made it easier for you or your child? Check with other members of the group, 
was this also your experience?] 
 [Ensure each parent has a chance to think of one weakness of the program] 
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 What would you consider to be the greatest strengths of the program? What 
motivated to you coming back for each of the modules? 
 [prompt – can you tell me more? Could that have been improved more? Check with 
other members of the group, was this also your experience?] 
[Ensure each parent has a chance to think of one strength of the program] 
 Finally – who and or where do you think this program would fit best? 
Conclusion. 
Facilitator - Is there anything else that people would like to share with me about their 
experience of being a part of the Westmead Feelings Program? 
Wrap Up. 
Facilitator – Thank you for coming along today and sharing with me your thoughts and 
experiences. It has been a great help. If you have any follow up questions or comments, 
please contact Co-facilitator Gardner. We look forward to seeing everyone again for the 
Booster session. Would a Tuesday on 28 May at 2pm work for everyone? 
Finish – 3:30pm. 
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Appendix D 
Sample Background Information Questionnaire – Parent Form 
Thank you for consenting to participate in the Adolescent Westmead Feelings Program. Before we 
meet your family could you please complete the following questionnaire. The information will 
assist us in planning for the group and to help up to understand your child’s strengths and interests 
as well as help us to meet your child’s needs. 
 
Child’s information 
1. First three letters of your child’s first name: _____ 
2. Last three letters of your child’s surname:______ 
3. Your child’s age: ______ years and ______ months old 
4. What type of school does your child attend? Please circle - Mainstream, Special school, 
Public, Private 
5. What type of class or support Unit are they enrolled in?  
6. What grade are they at school? 
Parent’s information: 
7. Your Age _____________ 
8. Your Marital status _________________ 
9. Who currently lives in the family home? _______________________________________ 
10. What is the postcode of your family home? _______________ 
11. Who is the primary caregiver for your child? ____________________________________ 
12. What is your current occupation? _____________________________________________ 
13. What have been your previous occupation(s)? ___________________________________ 
14. What’s the highest study you’ve achieved? Postgraduate, undergraduate, diploma, high 
school?__________________________________________________________________ 
15. What is the main language spoken at home? 
_______________________________________ 
16. Do you require an interpreter? Yes / No 
 
WFP Group Information 
17. Have you or your child previously heard of the Westmead Feeling Program (formerly 
known as the Emotion Based Social Skills Training Program)? Yes / No 
18. Have you or your child previously participated in the Westmead Feeling Program (formerly 
known as the Emotion Based Social Skills Training Program)? Yes / No 
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a)If yes, when: 
b)And who was is delivered by: ___________________________________________ 
 





20. Are you and your child comfortable with attending the session without their parent being in 
the room?  
Yes / No / Unsure 
 
21. The groups involve children participating in games. Is your child confident to join in with 
group games?  
Yes / No / Unsure 
 
22. What support needs or accommodations does your child current require in a group setting? 






23. We may be running a limited number of 1:1 sessions. Might your child require a 1:1 session 
in order to participate? Yes /  Maybe  /  No 
 
24. Are there any things we should do or avoid to make sure your child feels comfortable? (e.g. 
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25. When we talk about feelings, some children can start to feel anxious or upset. This doesn’t 
happen often. However, we’d like to know what signs might we observe that show that your 





26. We give out prizes in the group (e.g. chocolates, small toys). What would your child find 





27. Is there anything else that you believe we should know that would help your child to feel 
more comfortable in the group, or suggestions for ways that we can best support your child 






Social Emotional Development 
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31. Does your child have any friends? Yes / No 
a)How many? _______ 






Understanding your child’s abilities and support needs 
32. Has your child been previously diagnosed as being on the autism spectrum? Yes / No / 
Unsure 
If yes  
a) when was your child assessed?_____________ 
b) And by whom?__________________________ 
c) Which assessment tools were used? (Please circle - ADOS, ADI-R, CARS, None, Unsure) 





e) Are you able to provide us with a copy of the report? Yes / No 
 
33. Has your child been diagnosed with an intellectual/cognitive disability? Yes / No / Unsure 
If yes  
a) when was your child most recently assessed? ________________ 
b) And by whom? ________________________ 
c) Which assessment tools were used? (Please circle - WISC, Stanford Binet, Other, None, 
Unsure) 
d) What was the result? 
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e) Are you able to provide us with a copy of the report?  Yes   /  No 
 
34. Has your child been assessed using an adaptive behaviour assessment?  Yes /  No  / Unsure 
If yes  
a) when was your child most recently assessed? __________________________ 
b) And by whom? _____________________________ 
c) Which assessment tools were used? (Please circle - Vineland, ABAS, Other, None, Unsure ) 





e) Are you able to provide us with a copy of the report? Yes  /  No 
 
35. Is your child able to express themselves using verbal language? Yes / No 
If yes,  
a) how would you rate their ability to express themselves using words (verbal expressive 
language skills)? 
(Please tick which box below best describes your child’s ability) 
Limited Basic Okay Good Excellent 
Can talk using 
single words and 
finds it very hard 
to express their 
ideas 
Can talk using 2-
3 word phrases 
and can express 
basic ideas 
Can talk using 
simple sentences 
and can usually 
express ideas  
Can talk in 
sentences and 
express most of 
their ideas 
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36. Is your child able to follow simple verbal instructions? Yes / No 
If yes,  
a) how would you rate their understanding of what others communicate to them (receptive 
language skills)? 
(Please tick which box below best describes your child’s ability) 
Limited Basic Okay Good Excellent 
With prompts 
they are able to 




they can follow 




support they can 
usually follow 2 - 
3 step verbal 
instructions 









     
 
Visual supports  
37. Does your child benefit from the following visual supports: (tick all that apply) 
Type of visual 
❑ Written sentences / instructions 
❑ Written words 
❑ Line drawings 
❑ Photos 
❑ Remnants/ miniatures 
❑ Real Objects 
❑ Visual schedule (timetable of activities) 
❑ Activity sequence (instructions on how to complete a task) 
❑ Social stories (to explain a new social situation) 
❑ Video modelling (watching a video to show them how to complete a task) 
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38. Has your child been diagnosed with any other disability, disorder or mental health concern?  
Yes  /  No  /  Unsure 






39. Does your child take any regular medications now?  Yes  /  No   
 
40. Does your child have any know behavioural concerns that may impact on their ability to 
participant in a small group?  Yes  /  No  /  Unsure 
 







Thank you for taking the time to complete this questionnaire 
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Appendix E 
 
Sample Evaluation Questionnaire - Parent Form 
 
We would appreciate your feedback on the Westmead Feelings Program (WFP). This will help us 
understand how well the WFP met the needs of you and your child and how we might further develop the 
program for families in the future.  
Your child’s initials: ____ 
Where is the program delivered? Clinic / School 
Does your child have an autism spectrum disorder?     No   /   Unsure    /   Yes  
Does your child have an intellectual disability?   No  /  Yes 
If yes, what is there level of disability? Borderline  /   Mild  /   Moderate  /  Unsure 
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1. We would like to know what parts of the WFP worked well / not so well for you and your child. 
Please circle the number below to rate you family’s experience of the child component of the 
program.  
 Did not work Neutral Worked well 
 1 2 3 4 5 
Child program 
a) Time of day sessions ran 1 2 3 4 5 
b) Length of each session 1 2 3 4 5 
c) Location where the program was being run 1 2 3 4 5 
d) Getting my child to the sessions (location)  1 2 3 4 5 
e) Number of sessions in total (16)  1 2 3 4 5 
f) Number of sessions per module (6+5+5)  1 2 3 4 5 
g) Content of the workbook / worksheets 1 2 3 4 5 
h) Language used in the workbook/ worksheets 1 2 3 4 5 
i) Images used in the workbook / worksheets 1 2 3 4 5 
j) Tasks to be completed at home 1 2 3 4 5 
k) Tasks to be completed at school 1 2 3 4 5 
l) Running the program as a group 1 2 3 4 5 
m) Number of adolescents in the group 1 2 3 4 5 
n) Spread of ages in the group 1 2 3 4 5 
o) Mix of males and females in the group 1 2 3 4 5 
p) Shared interests with others in the group 1 2 3 4 5 
q) The facilitators that ran the group 1 2 3 4 5 
r) The communication style of the facilitators 1 2 3 4 5 
s) Number of facilitators in each session 1 2 3 4 5 
t) Consistency and predictability for my child 1 2 3 4 5 
u) Use of the workbooks / worksheets 1 2 3 4 5 
v) Use of technology  1 2 3 4 5 
w) Use of visuals to support understanding 1 2 3 4 5 
x) Use of rewards to support positive behaviour 1 2 3 4 5 
y) Use of video’s examples 1 2 3 4 5 
z) Materials in the program were age appropriate1 2 3 4 5 
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Questions about your child 
2. Please describe a situation that has occurred with your child that reflects gains in their social or 










4. The following are statements relating to the WFP student sessions. Think about your child over 
the last 6 months and the potential impact of the WFP program. Please rate how well the 
following statements describe your child by marking X in the appropriate box. 
 








a) make friends easier      
b) interact better with others      
c) keep their friendships 
going 
     
d) resolve conflict with 
others 
     
e) feel better about 
themselves 
     
f) enjoy attending the 
program 
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5. We are interested in your child’s progress since they start the WFP program. Thinking about the 












a) My child’s social skills      
b) My child’s emotional 
development 
     
c) My child’s problem 
solving skills 
     
d) My child’s general 
skills 
     
e) My child’s general 
mood 
     
 
6. Has your child become better friends with any of the children in his/her class since starting WFP?  
   
              No                    Unsure         Yes          
 
7. What therapies, classes or groups has your child attended outside of school? (for example, social 
groups, speech therapy, interest groups) in the following years: 
2017 (last year):_____________________________________________________________________ 
_________________________________________________________________________________ 
 
2018 (this year):_____________________________________________________________________ 
__________________________________________________________________________________ 
 
Questions about You 
 
8. How frequently did the follow occur? 
 Never Occasionally 50/50 Usually Always 
a) You received the parent handouts  
(1 for each module) 
     
b) You read the parent handouts 
(1 for each module) 
     
c) The parent handouts were easy to 
understand  
     
d) Each module you incorporated 
the new skills into daily life 
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11. In the future we might deliver parent sessions (1 hour duration) alongside the child sessions.  
a) Would you find this helpful?   
             No                    Unsure         Yes     
Comment: _______________________________________________________________________ 
________________________________________________________________________________ 
b) Where and when would be best for you to attend parent sessions? ____________________ 
 





13. How easy has it been to incorporate what you learnt from WFP into everyday interactions with 
your child? (please circle) 
 











b) If you answered ‘somewhat easy’ or ‘very easy’, please give an example of how you 




14. Do you think you will continue using skills? 
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15. Please rate how well the following statements describe the WFP parent component by 
marking X in the appropriate box. 
 






Neutral Describes Describes 
Well 
a) understand my child      
b) understand how to teach 
my child about emotions 
     
c) feel confident about 
supporting my child’s 
emotions development 
     






16. WFP encourages parents and teacher to work together as their child’s emotions coaches. Has there 
been any change in your relationship with your child’s teacher, as a result of your child’s 
participation in the WFP?       
             No                    Unsure         Yes     




17. Do you think there been any change in your child’s relationship with their teacher, as a result of 
your child’s participation in the WFP? 
              
               No                    Unsure         Yes     
If you answered “Yes”, please describe what has changed. If you answered “No”, please explain why. 
_________________________________________________________________________________ 
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18. The following statements relate to your feelings about general aspects of WFP. Please mark how 









a) The knowledge I have 
gained in understanding 
my child 
     
b) The number of 
questionnaires that needed 
to be filled out 
     
c) My overall feeling about 
the parent handouts 
     
d) My overall feeling about 
the parent sessions 
     
e) My overall feeling about 
the facilitators 
     
f) My families experience 
of participating in WFP 
     
g) The benefits from WFP 
for our family were worth 
the extra effort 
     
 
If you answered “very dissatisfied” or “somewhat dissatisfied” for any of the above, please explain: 
 
____________________________________________________________________________ 
19. How likely are you to recommend WFP adolescent sessions to other families? 
 
Not at all likely Extremely Likely 
0 1 2 3 4 5 6 7 8 9 10 
        
  Please comment? ____________________________________________________________________  
 
Thank you for your time. 
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Appendix F 
Sample Adolescent Self-Report Evaluation Questionnaire 
Student Feedback – Module 1 
We would like you to complete the questions below. This will help us 
make the program better.  There are no right or wrong answers. We want 
to know about your experiences. 
I learnt more about?    
 Practise Item No    Unsure    Yes
 Playing on my iPad. 
 
Different ways I might feel. 
(including mood swings) 
 
Using the feelings strength bar to    
show how strong my feelings are. 
 
Understand how others are feeling. 
 
Being able to talk to others about  
my feelings. 
Do you think these things are important for other kids to learn?  
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Do you agree with the sentences below? 
 Please circle:  No Unsure Yes 
 Practise item 
 I am glad we had snacks. 
A group is better than 
 a lesson with just me. 
There are a good  
number of activities.  
Each lesson goes for 
a good amount of time. 
Lessons are at a good 
time of day for me. 
I like the videos used 
in the session.  
The workbooks are easy 
for me to understand.  
The teachers help me 
to understand. 
I knew what to do for my 
weekly takeaway 
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Tell us if you like the following: 
 Please circle:  Didn’t like OK Like 
 Practise item 
 Young people in the group. 
Coming to the group.  
 
Watching videos. 
Acting out scenes.  
Using the workbook. 
Doing activities.  
Using the strength bar at 
 home or school. 
 
Do you use your new skills Yes No 
At home:  
At school:  
Other places:   
This program has been helpful for me. 
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What makes you feel?  
 
Happy – ____________________ 
 
Sad – ______________________ 
 
Angry – _____________________ 
 
Worried - ____________________  
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Draw or write what you like about the program.  
 
 
Draw or write what you don’t like about the program.  
 
 





Thank you telling us about your experiences. 
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Appendix G 
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Appendix H 
Themes and Concepts from Focus Group Analysis - Code Manual 
Table A2 
Code Manual for the Themes and Concepts Emerging from Focus Group Analysis 
Theme Sub-theme Broad concept Codes 
Pathway to 
Intervention 
Meltdowns and other 
challenges 
Early Journey Behaviour concerns 
 
Meltdown 
   
Difficult school situation 
   
Explosive behaviours 
  
Experience Examples of e.g. Break down and cry 
 
Impact of disability and 
puberty 
Parent Insight Lack of practice opportunities 
  
Normalising adolescence - Insight 
 
Gap between autism and 
typical development 
Early Journey Difference 
  
Increasing complex world and increase 
expectations 
   
Judged by others 
   
Left out 
   
Lesser than 
   
Other 
   
Typical experience 
   
Typically developing are quicker to learn 
 
Parent limitations and 
stressors 
Early Journey Family pressure 
  
Limitations of parent / child support 
   
Parent pressure 
   
Parent skills 
 
Impact of disability and 
puberty 
Early Journey Interests   
Isolation 
   
Learning time 
   
Made to feel bad for feeling not-so-good 
   
Nervous of being wrong 
   
No emotion communication 
   
Non-verbal in difficult social situations 
   
Puberty 
   
Seeing private Psych 
   
Speech unclear - dyspraxia 
 
Previous Skills Early Journey Empathy 
   
Slow Breathing 
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(Continued) 
Theme Sub-theme Broad concept Codes and Descriptions 
Giving them 
tools 
Tools to understand 
emotions  
Program Content Body language - expressive and 
receptive   
Body Language and Emotion 
   
Feelings Strength Bar  
   
Language of emotions 
 
Linking situation, thought 
and feelings 




Program Content Different solutions and thoughts 
  




Program Content Emotion Regulation   
Examples of different situations 
   
Feelings Control Kit 
   
Processing Skills 














Experience Knew they had to concentrate and think 
 
Ready when they got there 
   
Structure and predictability  
   
Time and space to learn 
  
Program Delivery Rules - confidentiality 
   
Break  
   
Structured program 






Experience Beautifully delivered 
  
Non-judgemental  
   
Space to learn to express self 
  
Group Dynamic Safety 
  
Program Delivery Facilitator 
   






Program Delivery Discussions 
   
Easy to understand 
   
Examples of different situations 
   
Explicit teaching of worksheets to child 
and parent    
Face to Face best means of delivery 
   
Thumbs up and down  
   
Workbook benefits 
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(Continued) 
Theme Sub-theme Broad concept Codes and Descriptions 
Beautifully 
delivered 
Group dynamics Group Dynamic Different but similar 
   
Discussions 
   
Mix of children 
   
Peers 
   
Respected and Valued 
  
Program Delivery Group dynamics encouraged learning 
 
Targeted approach Experience Age perfect target 
  
Program Content Different people 
  
Program Delivery Games and activities 
   
Learning through repetition 
   
Rewards 
   
Developmental matched to child's 
learning needs    
Increased accessibility 
   
Rewards as challenges 
   
Targeted appropriately 
   
Timing 
 
Realism through video 




   
Video Modelling 
  
Program Delivery Realism 
   
Role plays 
   
Video Modelling 
   
Video Modelling more real with peers 
Benefits of 
intervention 




Communicating emotions and emotions 
language   
Communicating emotions and event 
   
Emotions Competence 
   
Emotion Regulation 
   
Feelings Control Kit 
   
Improved emotion communication 
   
Managing anxiety better 
   
Mood Swings 
   
More words to use 
   
Perspective Taking 
   
Problem Solving 
   
Processing emotions, situations, thoughts 
(Continued) 
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(Continued) 
Theme Sub-theme Broad concept Codes and Descriptions 
Benefits of 
intervention 
Parental outcomes Breaking down 
barriers 
He cant be hear, so he would read 
through it   
I am not the only one 
   
Shared experience by parents - parent 
support    
Team work between home and school 
  
Experience Changing parental roles 
   
Parent support 
   
Shared experience by parents - parent 
support    
Took away pressure of only being right 
   
Window into their thinking 
  
Family support Family support - others 
   
Family support - reduce isolation and 
pressure    
Parent skills 
   
Parent support - not alone 
   
Reduce parent fatigue 
  






New directions Parent insights 
  
Parent changes Change in parenting 
  
Parent Support Age-appropriate parenting - skills 
  
Parent support Increase parent confidence 
 
Belonging and valued Belonging Belonging - own people 
   
Help others 
   
Not alone 
   
Social interaction 
   
Someone else like me 
  
Group Dynamic Group belonging 
   
Large gap with mainstream peers 
   
Learning in group - need to feel valued 
  
Program Content Individualised 
 
Additional family benefits Experience Family unity 
   
Parent insights 
  
Family support Family benefits 
   
Family benefits - Action 
   
Family benefits - Empathy 
   
Family support - emotions competence 
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(Continued) 









   
Self-determination 
   
We are not special 
  
Generalisation Self-determination 
   




Program Delivery Rewards to increase self-esteem and 
motivation   
Program 
Outcomes 
Caring for others 
  
Empathy 
   
Example - Perspective taking 
   
Friendship 
   
Okay to feel angry. Sit here and be okay 
with that    
Others emotions 
   
Perspective Taking 
   
Perspective Taking - experience 
   
Processing  
   
Reflective of behaviour 
   
Self-esteem 
   
Self-reflection 
   
Self-reflection of body language 
  
Self-acceptance It's okay 
  
Self-confidence New directions 
  
Self-identity Self-identity 
   
What is autism 
   




Social Interaction Same but different 
 




Moving from the ego 
  
Experience Process situations 
  
Generalisation Emotion regulation 
   
Perspective Taking 
   
School involvement 
   
Sharing learning with school 
  




From train wreck to pathway to 
understanding   
New directions 
   
Using new skills in different situations 
(Continued) 
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(Continued) 
Theme Sub-theme Broad concept Codes and Descriptions 
Unique 
experience 
Social interactions Experience Mentor 
  
Outside outlet 
   
Reducing isolation 
   
Similar people 
  
Group Dynamic Mixing with others 
   
New group of people 
   
New group provides openness to talk 
  
Program Delivery Peers 
  
Social interaction Non-threatening social interactions 
   
Peers 
   
Social interaction 
   
Social interaction beneficial 
 
Unique opportunity Experience Discussions - open and honest lead to 
new learning about other people 
   
Emotion regulation 
   
Timing 
  
Gap in field So little of this nature 
  




Jumped at chance 
 
Breaking down barriers Experience Good example 
   
Okay to feel angry 
   
Teachers on board 
  
Independence Not at home 
   
Program for them 
 
Positive experiences Experience Authentic 
   
Functional 
   
It was fun 
   
No resistance to come to group 
   
Non-threatening environment 
   
Positive expectations 
   
Positive experience 
   
Safety 
   
Workbook benefits 
  
Family support Positive experience 
  
Group Dynamic Positive experience 
  
Program Content Not much adjustment 
  
Program Delivery Positive experience 
(Continued) 
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(Continued) 
Theme Sub-theme Broad concept Codes and Descriptions 
Unique 
experience 
Recommendations Experience Needs more coaching and directing 
  
Recommendation More reinforcing 
   
Bring real examples to group to work 
through    
Constant Exposure 
   
Group dynamics 
   
More (time, coaching, practice) 
   
More process time 
   
More sessions - on going 
   
More time to expand on topics 
   
Need support worker to drive to sessions 
   
Not at school 
   
Ongoing sessions to discuss new issues 
   
Ongoing sessions to further develop self 
and others 
   
Repetition increases speed of process 
   
Room with no windows 
 
Individual experience Experience Different approaches 
   
Improved over time 
   
More helpful strategies 
   
No one size fits all 
   
Ownership in a situation 
   
Processing Time 
  
Family support New directions 
  
Individual Processing  
  
Program Content Layers  
    Program Delivery Takeaway Task 
 
 
